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BY 
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AND 


A. BRADFORD HILL, Ph.D., D.Sc. 


Professor of Medical Statistics, London School of Hygiene and Tropical Medicine; Honorary Director of the Statistical 
Research Unit of the Medical Research Council 


In England and Wales the phenomenal increase in the 
number of deaths attributed to cancer of the lung pro- 
vides one of the most striking changes in the pattern of 
mortality recorded by the Registrar-General. For example, 
in the quarter of a century between 1922 and 1947 the 
annual number of deaths recorded increased from 612 to 
9,287, or roughly fifteenfold. This remarkable increase is, 
of course, out of all proportion to the increase of popula- 
tion—both in total and, particularly, in its older age groups. 
Stocks (1947), using standardized death rates to allow for 
these population changes, shows the following trend: rate 
per 100,000 in 1901-20, males 1.1, females 0.7; rate per 
100,000 in 1936-9, males 10.6, females 2.5. The rise seems 
to have been particularly rapid since the end of the first 
world war ; between 1921-30 and 1940-4 the death rate of 
men at ages 45 and over increased sixfold and of women of 
the same ages approximately threefold. This increase is still 
continuing. It has occurred, too, in Switzerland, Denmark, 
the U.S.A., Canada, and Australia, and has been reported 
from Turkey and Japan. 

Many writers have studied these changes, considering 
whether they denote a real increase in the incidence of the 
disease or are due merely to improved standards of diag- 
nosis. Some believe that the latter factor can be regarded 
as wholly, or at least mainly, responsible—for example, 
Willis (1948), Clemmesen and Busk (1947), and Steiner 
(1944). On the other hand, Kennaway and Kennaway 
(1947) and Stocks (1947) have given good reasons for 
believing that the rise is at least partly real. The latter, 
for instance, has pointed out that “ the increase of certified 
respiratory cancer mortality during the past 20 years has 
been as rapid in country districts as in the cities with the 
best diagnostic facilities, a fact which does not support the 
view that such increase merely reflects improved diagnosis 
of cases previously certified as bronchitis or other respira- 
tory affections.” He also draws attention to differences in 
mortality between some of the large cities of England and 
Wales, differences which it is difficult to explain in terms 
of diagnostic standards. 

The large and continued increase in the recorded deaths 
even within the last five years, both in the national figures 
and in those from teaching hospitals, also makes it hard to 
believe that improved diagnosis is entirely responsible. In 
short, there is sufficient reason to reject that factor as the 


whole explanation, although no one would deny that it 
may well have been contributory. As a corollary, it is 
right and proper to seek for other causes. . 


Possible Causes of the Increase 


Two main causes have from time to time been put for- 
ward : (1) a general atmospheric pollution from the exhaust 
fumes of cars, from the surface dust of tarred roads, and 
from gas-works, industrial plants, and coal fires; and 
(2) the smoking of tobacco. Some characteristics of the 
former have certainly become more prevalent in the last 
50 years, and there is also no doubt that the smoking of 
cigarettes has greatly increased. Such associated changes 
in time can, however, be no more than suggestive, and until 
recently there has been singularly little more direct evi- 
dence. That evidence, based upon clinical experience and 
records, relates mainly to the use of tobacco. For instance, 
in Germany, Miiller (1939) found that only 3 out of 86 
male patients with cancer of the lung were non-smokers, 
while 56 were heavy smokers, and, in contrast, among 86 
“healthy men of the same age groups ” there were 14 non- 
smokers and only 31 heavy smokers. Similarly, in America, 
Schrek and his co-workers (1950) reported that 14.6% of 
82 male patients with cancer of the lung were non-smokers, 
against 23.9% of 522 male patients admitted with cancer 
of sites other than the upper respiratory and digestive 
tracts. In this country, Thelwall Jones (1949—personal 
communication) found 8 non-smokers in 82 patients with 
proved carcinoma of the lung, compared with 11 in a corre- 
sponding group of patients with diseases other than cancer ; 
this difference is slight, but it is more striking that there 
were 28 heavy smokers in the cancer group, against 14 in 
the comparative group. 

Clearly none of these small-scale inquiries can be 
accepted as conclusive, but they all point in the same direc- 
tion. Their evidence has now been borne out by the results 
of a large-scale inquiry undertaken in the U.S.A. by 
Wynder and Graham (1950). 

Wynder and Graham found that of 605 men with 
epidermoid, undifferentiated, or histologically unclassified 
types of bronchial carcinoma only 1.3% were “non- 
smokers "—that is, had averaged less than one cigar- 
ette a day for the last 20 years—whereas 51.2% of them 


had smoked more than 20 cigarettes a day over the same 
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period. In contrast, they estimated from the experience 
of 882 other male patients that 14.6% of general hospital 
patients of the same age composition as the bronchial car- 
cinoma cases are “ non-smokers” and only 19.1% smoke 
more than 20 cigarettes a day. They found a similar con- 
trast between the 25 women with epidermoid and undif- 
ferentiated bronchial carcinoma and the other female 
patients, but no such association with smoking could be 
found in the small group of patients with adenocarcinoma. 


Present Investigation 


The present investigation was planned in 1947, to be 
carried out on a sufficiently large scale to determine 
whether patients with carcinoma of the lung differed 
materially from other persons in respect of their smoking 
habits or in some other way which might be related to the 
atmospheric pollution theory. Patients with carcinoma of 
the stomach, colon, or rectum were also incorporated in 
the inquiry, as one of the contrasting groups, and special 
attention was therefore given at the same time to factors 
which might bear upon the aetiology of these forms of 
malignant disease. A separate report will be made upon 
these inquiries. The present study is confined to the ques- 
tion of smoking in relation to carcinoma of the lung. 

The method of the investigation was as follows : Twenty 
London hospitals were asked to co-operate by notifying all 
patients admitted to them with carcinoma of the lung, 
stomach, colon, or rectum. For the most part these 
hospitals were initially confined to one region of London 
(the north-west), to allow ease of travelling, but others were 
subsequently added to increase the scope of the inquiry. A 
list of those taking part is given at the end of the paper. 
The method of notification varied ; in some it was made by 
the admitting clerk on the basis of the admission diagnosis, 
in others by the house-physician when a reasonably confi- 
dent clinical diagnosis had been made, and in yet others 
by the cancer registrar or the radiotherapy department. 
None of these methods is likely to have resulted in complete 
notification, but there is no reason to suppose that those 
who escaped notification were a selected group—that is, 
selected in such a way as to bias the inquiry—as the points 
of interest in the investigation were either not known or 
knowns« only in broad outline by those responsible for 
notifying. 

On receipt of the notification an almoner, engaged wholly 
on research, visited the hospital to interview the patient, 
using a set questionary. During the.inquiry four almoners 
were employed and all the patients were interviewed by one 
or other of them. As well, however, as interviewing the 
notified patients with cancer of one of the four specified 
sites, the almoners were required to make similar inquiries 
of a group of “non-cancer control” patients. These 
patients were not notified, but for each lung-carcinoma 
patient visited at a hospital the almoners were instructed to 
interview a patient of the same sex, within the same five- 
year age group, and in the same hospital at or about the 
same time. (Where more than one suitable patient was 
available the choice fell upon the first one in the ward 
lists considered by the ward sister to be fit for interview.) 

At two specialized hospitals (Brompton Hospital and 
Harefield Hospital) it was not always possible to secure a 
control patient by this method, and in such cases a control 
patient was taken from one of the two neighbouring 
hospitals, the Royal Cancer and Mount Vernon 
Hospitals. Even with this relaxation of the rule control 
cases were deficient at the Brompton Hospital and the 
numbers had to be made up by using the records of patients 


- who had been interviewed as cancer patients, either there 


or at the Royal Cancer Hospital, but in whom cancer was 
finally excluded. Because of these differences in technique 
the records obtained from these hospitals were analysed 
separately. As, however, the results were in accordance 
with those found at the other hospitals, all the records are 
presented here as a single series. 

In view of the method of notification used it could not 
be expected that the diagnosis then given would invariably 
be accurate. The diagnosis of each patient was checked, 
therefore, after discharge from or death in hospital, and 
this check was made in all but nine instances (0.4% of 
the total). In these few cases (three of carcinoma of the 
lung, two of carcinoma of the stomach, two of carcinoma 
of the rectum, and two non-cancer) no records of any sort 
could be traced, and they have had to be classified accord- 
ing to the information available at the time of their inter- 
view. As a general rule the hospital diagnosis on discharge 
was accepted as the final diagnosis, but occasionally 
later evidence became available—for example, by histo- 
logical examination at necropsy—which contradicted that 
diagnosis. In these instances a change was made and the 
diagnosis based upon the best evidence. 


The Data 


Between April, 1948, and October, 1949, the notifications 
of cancer cases numbered 2,370. It was not, however, pos- 
sible to interview all these patients. To begin with, it had 
been decided beforehand that no one of 75 years of age or 
more should be included in the inquiry, since it was unlikely 
that reliable histories could be obtained from the very old. 
There were 150 such patients. In a further 80 cases the 
diagnosis was incorrect and had been changed before the 
almoner paid her visit. Deducting these two groups leaves 
2,140 patients who should have been interviewed. Of 
these, 408 could not be interviewed for the following 
reasons : already discharged 189, too ill 116, dead 67, too 
deaf 24, unable to speak English clearly 11, while in one 
case the almoner abandoned the interview as the patient’s 
replies appeared wholly unreliable. No patient refused to 
be interviewed. 

The proportion not seen is high, but there is no apparent 
reason why it should bias the results. It was in the main 
due to the time that inevitably elapsed between the date 
of notification and the date of the almoner’s visit. The 
remaining 1,732 patients, presumed at the interview to be 
suffering from carcinoma of the lung, stomach, or large 
bowel, and the 743 general medical and surgical patients 
originally. interviewed as controls, constitute the subjects 
of the investigation. The numbers falling in each disease 
group—that is, after consulting the hospital discharge diag- 
noses—are shown in Table I. The carcinoma cases are 
here divided into two groups : Group A consisting of cases 
in which the diagnoses were confirmed by necropsy, biopsy, 
or exploratory operation, and Group B of the remainder. 


TaBLe I.—Number of Patients Interviewed in Each Disease Group, 
Subdivided According to Certainty of Diagnosis 

















No. of Cases 
Group A. Group B. 
Disease Group ‘i Diagnosis Other 
Confirmed Criteria Total 
at Necropsy, _ of 

etc. Diagnosis 
Carcinoma oflung .. Me én 489 220 709 
~ »» stomach “a ms 178 28 206 
~ »» colon and rect a 412 . 19 431 
Other malignant diseases .. ae — —_— 81 
Diseases other than cancer (controls) ae a 709 
Other cases... te a a oa os 335 
an od |. ah seed _ —_ 4 
All cases x3 a | ot we 2,475 
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The 81 patients classified in Table I as having “ other 
malignant diseases” were interviewed as cases of carci- 
noma of the lung, stomach, or large bowel, or as non- 
cancer controls. On the subsequent checking of the diag- 
nosis either they were found to have primary carcinoma 
in some site other than one of those under special 
investigation or histological examination showed that the 
growth was not, in fact, carcinoma—for example, sarcoma, 
reticulo-endothelioma, etc. The 335 “other cases” either 
were interviewed as cases of carcinoma of the lung, 
stomach, or large bowel and were subsequently found not 
to be cases of malignant disease or, having been interviewed 
as non-cancer controls, they became redundant when the 
cases of carcinoma of the lung with which they were paired 
were found not to be carcinoma of the lung. The four 
“excluded” cases were excluded on grounds of doubt 
about their true category. Two were diagnosed at hos- 
pital as primary carcinoma of the lung, but there was 
reason to suppose that the growths might have been secon- 
dary to carcinoma of the breast and to carcinoma of the 
cervix uteri respectively ; the other two showed evidence of 
primary carcinoma in two of the sites under special 
investigation—that is, lung and colon, and stomach and 
colon. 

The 709 control patients with diseases other than cancer 
form a group which was, as previously stated, deliberately 
selected to be closely comparable in age and sex with the 
carcinoma of the lung patients. Comparisons between 
these two groups are shown in Table II. 


TasLe IIl.—Comparison Between Lung-carcinoma Patients and Non- 
cancer Patients Selected as Controls, With Regard to Sex, Age, 
Social Class, and Place of Residence 









































No. of No.of || Social Class 
Lung- Non-cancer (Registrar- No. of No. of 
A carcinoma Control General’s Lung- Non- 
ge Patients Patients Categories. |carcinoma| cancer 
Men Only) Patients | Patients 
M | F M | F \ 
25- 2 1 2 1 || landIl a 77 87 
30- 6 0 6 0 Il cn a 388 396 
35- 18 3 18 3 IV and V _ 184 166 
cos 36 4 36 4 
45- . 87 10 87 10 All classes .. 649 649 
50- . 130 11 130 11 
5S- . 145 9 145 9 Place of residence 
o- . 109 9 | 109 9 County of Lon- 
65- .. | 88 9 89* 9 don .. a 330 377 
10-74. 28 4 27° 4 |; Outer London 203 231 
Other county 
borough .. 23 16 
Urban district 95 54 
Rural district . . 43 27 
Abroad or in 
‘ | Services ..| 15 . 4 
All ages | 649 60 | 49 | 60 Total(M + F).. | 709 709 

















* One contro! patient was selected, in error, from the wrong age group. 


It will be seen that the lung-carcinoma patients and the 
control group of non-cancer patients are exactly compar- 
able with regard to sex and age, but that there are some 
differences with regard to social class and place of resi- 
dence. The difference in social class distribution is small 
and is no more than might easily be due to chance 
(y?=1.61; n=2; 0.30<P<0.50). The difference in place 
of residence is, however, large (x? =31.49 ; n=5 ; P<0.001), 
and Table II shows that a higher proportion of the lung 
patients were resident outside London at the time of their 
admission to hospital. This difference can be explained 
on the grounds that people with cancer came to London 
from other parts of the country for treatment at special 
centres. When a comparison is made between the 98 lung- 
carcinoma patients and the 98 controls who were seen at 
district hospitals in London—that is, those regional board 
hospitals which do not have special surgical thoracic or 


radiotherapeutic centres—the difference disappears. Of 
these 98 patients with carcinoma of the lung, 56 lived in 
the County of London, 42 in outer London, and none else- 
where; of their non-cancer controls the corresponding 
numbers were 60, 38, and 0, clearly an insignificant 
difference. 

It is evident, therefore, that the control group of patients 
with diseases other than cancer is strictly comparable with 
the group of lung-carcinoma patients in important respects 
but differs slightly with regard to the parts of England from 
which the patients were drawn. It is unlikely that this 
difference will invalidate comparisons, but it must be kept 
in mind ; fortunately, it can be eliminated, if necessary, by 
confining comparisons to the smaller group of patients seen 
in the district hospitals. 


Assessment of Smoking Habits 


The assessment of the relation between tobacco-smoking 
and disease is complicated by the fact that smoking habits 
change. A man who has been a light smoker for years may 
become a heavy smoker ; a heavy smoker may cut down his 
consumption or give up smoking—and, indeed, may do so 
repeatedly. An acute respiratory disease may force the 
sufferer to stop smoking, or he may be advised to stop for 
one of many pathological conditions. In 1947 a further 
complication was introduced by the Chancellor of the 
Exchequer, the duty on tobacco being raised to such an 
extent that many people made large cuts in the amount of 
tobacco they smoked—often to restore them partially or 
completely in the succeeding months. Fortunately the 
interviewing of patients was not begun till a year after 
the last major change was made in the tobacco duty; in 
any case the effect was minimized by interviewing the con- 
trol patients pari passu with the lung-carcinoma patients, 
so that the change in price is likely to have affected all 
groups similarly. 

The difficulties of a varying consumption can be largely 
overcome if a more detailed smoking history is taken than 
is customary in the course of an ordinary medical exami- 
nation—for example, one man who was described in the 
hospital notes as being a non-smoker admitted to the 
almoner that he had been a very heavy smoker until a few 
years previously. In this investigation, therefore, the 
patients were closely questioned and asked (a) if they had 
smoked at any period of their lives ; (b) the ages at which 
they had started and stopped ; (c) the amount they were in 
the habit of smoking before the onset of the illness which 
had brought them into hospital ; (d) the main changes in 


their smoking history and the maximum they had ever been 


in the habit of smoking ; (e) the varying proportions smoked 
in pipes and cigarettes; and (f) whether or not they 
inhaled 

To record and subsequently to tabulate these details it 
was necessary to define what was meant by a smoker. Did 
the term, for example, include the woman who took one 
cigarette annually after her Christmas dinner, or the man 
of 50 who as a youth smoked a couple of cigarettes to see 
whether he liked it and decided he did not? If so, it is 
doubtful whether anyone at all could be described as a non- 
smoker. A smoker was therefore defined in this inquiry 
as a person who had smoked as much as one cigarette a 
day for as long as one year, and any less consistent amount 
was ignored. The histories obtained were, of course, a 
function of the patient’s memory and veracity. To assess 
their reliability 50 unselected control patients with diseases 
other than eancer were interviewed a second time six 
months or more after their initial interview. Table III 
shows the comparison between the two answers obtained 
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Tasie IlI1.—Amount of Tobacco Smoked Daily Before Present Illness 
as Recorded at Two Interviews With the Same Patients at an 
Interval of Six Months or More 

















First 
mneervig 4 Second Interview. No. of Persons Smoking 
°o. Ol 
Persons —" ¥ | j ! a eee 
Smoking | 0 | I cig— | Scigs—| 1Scigs.—|25 cigs \socigs.+! Total 
@.. .| 8 | 8 | 9 
icig-  .. 4 9 5 
Scigs- .. | 4 13 3 Zz 
15 cigs- . . =. 1 | 14 
25 cigs. . Bente 4 
50 cigs. + . ce. os >. 
Total . 6 | 18 13 | 5 | 0 | 50 














to the question “How much did you smoke before the 
onset of your present illness ?” 

The answers to the other questions on smoking habits 
showed a variability comparable to that shown in Table III. 
It may be concluded, therefore, that, while the detailed 
smoking histories obtained by this investigation are not, 
as would be expected, strictly accurate, they are reliable 
enough to indicate general trends and to substantiate 
material differences between groups. 


Smokers and Non-smokers 


The simplest comparison that can be made to show 
whether there is any association at all between smoking 
and carcinoma of the lung is that between the proportion 
of lung-carcinoma patients who have been smokers and 
the proportion of smokers in the comparable group of 
subjects without carcinoma of the lung. Such a compari- 
son is shown in Table IV. 


Taste [V.—Proportion of Smokers and Non-smokers in Lung- 
carcinoma Patients and in Control Patients with Diseases Other 








No. of 
Smokers 


No. of 
Non-smokers 


Probability 
Test 





Disease Group 





| 
Males: | 


Lung-carcinoma patients (649) 2 (0-3%) 647 | P (exact method) 
= 0-00000064 


Control patients with diseases 








other than cancer (649) 27 (42%) 622 | 
Females: 
Lung-carcinoma patients (60) 19 (31-7%) 41 2? = 5:76;n = 1 
0-01< P<0-02 
Control patients with diseases | 
other than cancer (60) 32 (53-3%) | 28 | 





It will be seen that the vast majority of men have been 
smokers at some period of their lives, but also that the 
very small proportion of those with carcinoma of the lung 
who have been non-smokers (0.3%) is most significantly 
less than the corresponding proportion in the control group 
of other patients (4.2%). As was to be expected, smoking 
is shown to be a much less common habit among women ; 
but here again the habit was significantly more frequent 
among those with carcinoma of the lung. Only 31.7% of 
the lung-carcinoma group were non-smokers, compared 
with 53.3% in the control group. 


Amount of Smoking 


In the simple comparison of Table IV all smokers have 
been classified together, irrespective of the amount they 
smoked. In Table V they have been subdivided according 
to the amount they smoked’ immediately before the onset 
of the illness which brought them into hospital. (If they 
had given up smoking before then, they have been classified 
according to the amount smoked immedmtely prior to 
giving it up.) This classification is described subsequently 
as “the most recent amount smoked.” 


Taste V.—Most Recent Amount of Tobacco* Consumed Regularly 
by Smokers Before the Onset of Present Illness; Lung-carcinoma 
Patients and Control Patients with Diseases Other Than Cancer 




















No. Smoking Daily ann 
Disease Group —— a ed 
1 Cig.—* | 5 Cigs.— |15 Cigs.-|25 Cigs.-50 Cigs.+ 
Males: 
Lung-carcinoma 33 | 250 196 136 32 22=36-95; 
patients (647) | (51%) | (38-6%) | (30-3%) | (210%) | (S-0%) | n=4; 
| P<0-001 
Control patients j 
with diseases | 
other than 55 293 190 71 13 
cancer (622). . | (8°8%) | (47-1%) | (30-5%) | (11-4%) | (21%) 
Females: 
Lung-carcinoma 7 19 9 6 0 22=5-72; 
patients (41)... | (17-1%) | (46-3%) | (22-0%) | (14-6%) | (00%) | n=2; 
5S<P<0-10 
Control patients (Women 
with diseases smoking 15 
other than 12 10 6 0 0 or more cig- 
cancer (28) :. | (42:9%) | (35-7%) | (21-4%) | (0-0%) | (0-0%) | arettes a day 
grouped to- 
| gether) 














* Ounces of tobacco have been expressed as being equivalent to so many 
cigarettes. There is | oz. of tobacco in 26-5 normal-size cigarettes, so that the 
conversion factor has been taken as: 1 oz. of tobacco a week = 4 cigarettes a day. 


From Table V it will be seen that, apart from the general 
excess of smokers found (in Table IV) in lung-carcinoma 
patients, there is in this group a significantly higher pro- 
portion of heavier smokers and a correspondingly lower 
proportion of lighter smokers than in the comparative 
group of other patients. For instance, in the lung- 
carcinoma group 26.0% of the male patients fall in the two 
groups of highest consumption (25 cigarettes a day or more), 
while in the control group of other male patients only 13.5% 
are found there. The same trend is observable for women, 
but the numbers involved are small and the difference here 
between the carcinoma group and their control patients is 
not quite technically significant. - If, however, the female 
lung-carcinoma patients are compared with the total 
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TaBLe VI.—Maximum Amount of Tobacco Ever Consumed Regularly 
by Smokers; Lung-carcinoma Patients and Control Patients with 
Diseases Other Than Cancer 

















a No. Smoking as a Daily Maximum Probability 
1 Cig.- | 5 Cigs.- |15 Cigs.-|25 Cigs.-'50 Cigs.+; Te 
Males : 
Lung- carcinoma 24 208 196 174 45 x2 =23-16; 
patients (647) | (3-7%) | (32-1%) | (30-3%) | (269%) | (7:0%) | n=4; 
‘ P<0-001 
Control patients 
with di s 
other than 38 242 201 118 23 
cancer (622).. | (61%) | (38-9%) | (32:3%) | (19-0%) | (3-7%) 
Females: ; 
Lung-carcinoma 6 15 12 8 0 | x2=7-58; 
patients (41)... | (14-6%) | (366%) | (29-3%) | (19-5%) . (00%) | n=2; 
Control patients | 0-02< P<0-05 
with diseases | | (Women 
other than 12 9 6 0 1 smoking 15 
cancer ( (429%) | (32-1%) | (21-4%) | ©-0%) | (3-6%) | or more cig- 
arettes a day 
grouped to- 
gether) 
! \ 

















TaBLe VII.—Estimate of Total Amount of Tobacco Ever Consumed 
by Smokers; Lung-carcinoma Patients and Control Patients with 
Diseases Other Than Cancer 





























No. Who have Smoked Altogether —- 
: - E! obability 
Disease Group | 365 | 50,000 | 150,000 | 250,000 | 500,000 Test 
Cigs.- | Cigs.- | Cigs.-— | Cigs.— | Cigs.+ 
Males: 
Lung-carcinoma 19 . 145 183 | 225 | 75 x? = 30-60; 
patients (647) | (2-9%) | (22-4%) | (28-3%) | (34-8%) | (116%) | n=4; 
Control patients | P<0-001 
with diseases ' 
other than 36 190 182 179 35 | 
cancer (622).. | (5°8%) | (30-5%) | (29°3%) | (289%) | (S5-6%) | 
Females: i 
Lung-carcinoma 10 19 5 ej | 0 | 42= 12-97; 
patients (41).. | (24-4%) | (46-3%) | (12-2%) | (17-1%) j (00%) n=2; 
| 0001< P< 
Control patients | 0-01 
with diseases | (Women 
other than 19 $ 3 1 0 | smoking 15 
cancer (28) .. | (67:9%) | (17-9%) | (10-7%) | (3-6%) | (0-0%) | or more cig- 
| | | arettes a day 
grouped to- 
| | gether) 











number of women interviewed—that is, bringing in the other 
cancer groups interviewed and making appropriate allow- 
ance for age differences between them—then the significance 
of the trend in their case also is established (x?= 13.23; 
n=2; P approximately 0.001). 

The resuits given in Tables IV and V are shown together 
graphically in Fig. 1. (The percentages in the figure are 
not all exactly the same as those in the tables. In the 
figure the percentages are based on the total number of 
patients in each disease group, smokers and non-smokers 
alike ; in Table V they are percentages of smokers alone.) 


Smoking History 
Going one stage further, it has been noted earlier that 
the amount smoked daily at any one period does not, of 
course, necessarily give a fair representation of the indi- 
vidual’s smoking history. This has been overcome to some 


extent in the previous tables by classifying a patient as a 
non-smoker only if he has never smoked regularly, by 
classifying him according to the amount he last smoked 
regularly if he had given up smoking, and by ignoring 
changes in smoking habits which had taken place subse- 
quent to the illness which brought the patient into hospital. 
Other methods of analysis have also been adopted. Thus 
Table VI shows the results in the two main groups when 
a comparison is made between the maximum amounts 
ever smoked regularly, and Table VII shows a comparison 
between the estimated total amounts of tobacco smoked 
throughout the patients’ whole lives. The estimates of the 
total amount smoked (expressed as cigarettes) have been 
made by multiplying the daily amount of tobacco smoked 
by the number of days that the patient has been in the 
habit of smoking and making allowance for the major 
recorded changes in the smoking history. Such estimates 
may, needless to say, be only very rough approximations 
to the truth, but they are, it is thought, accurate enough to 
reveal broad differences between the groups. 

The results in Tables V, VI, and VII are, it will be seen, 
closely similar. Whichever measure of smoking is taken, 
the same result is obtained—namely, a significant and clear 
relationship between smoking and carcinoma of the lung. 
It might perhaps ‘have been expected that the more refined 
concepts—the maximum amount ever smoked and the total 
amount ever smoked—would have shown a closer relation- 
ship than the most recent amount smoked before the onset 
of the present illness. It must be supposed, however, that 
any greater efficiency that might be introduced by the use 
of these measures is counterbalanced by the inaccuracy 
which results from requiring the patient to remember habits 
of many years past. It seems, therefore, that we may 
reasonably adopt “the most recent amount smoked” in 
subsequent tables as the simplest characteristic to describe 
a patient’s smoking experience. 

Comparisons of the age at which patients began to 
smoke, the number of years they have smoked, and the 
number of years they have given up smoking are shown in 
Table VIII. 

It will be seen that the lung-carcinoma patients showed 
a slight tendency to start smoking earlier in life, to con- 
tinue longer, and to be less inclined to stop, but the dif- 
ferentiation is certainly not sharp and the difference is 
technically significant only with respect to length of time 
stopped. 

Cigarettes and Pipes 


So far no distinction has been made between cigarette 
and pipe smokers, and it is natural to ask whether both 
methods of smoking tobacco are equally related to car- 
cinoma of the lung. Again the difficulty arises that a man 
who describes himself as a pipe smoker may have smoked 
cigarettes until shortly before interrogation, or, alterna- 
tively, he may have had his teeth extracted and substituted 
cigarettes for his pipe. To overcome this, we have excluded 


TaBLe VIII.—Age of Starting to Smoke, Number of Years Smoked, and Number of Years Stopped Smoking in Lung-carcinoma 
Patients and Control Patients with Diseases Other Than Cancer (Male and Female) 



























































Lung-carcinoma {Control N f Lung-carcinoma Control N f Lung-carcinoma Control 
Age at Patients Patients 0. of | Patients Patients 0. 0 Patients Patients 
Searti P —— a = Pra aa 
— No. | % No. % moking | No. % No. %, topped | No. % No. % 
Under 20 a 541 78-6 488 75:1 1- | 14 5-1 18 7 0 649 94-3 590 90-8 
20- ee od 118 17-2 129 19-8 10- j 21 32 1- 30 A-4 37 5-7 
30- ina eo 12> 42 22 5-1 20- | 351 51-0 338 $2-0 10- a 13 14 35 
40+ .. a 12 11 40+ | 302 43-9 262 40-3 20+ 5 9 
All ages .| 688 | | 650 | Total | 688 | | 650 | Tota | 688 | | 650 | 
ae | 
} 








x2 = 2-40; n = 2; 0:30< P< 0-50 | 


2 = 465; n= 2; 005<P<0-10 | 





x? = 8-59; n= 2; 0-01< P< 0-02 
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all the men who gave a history of having ever consistently 
smoked both pipes and cigarettes and have compared the 
proportions of “ pure pipe” and “ pure cigarette ” smokers 
among the lung-carcinoma and non-cancer control patients. 
The results are as follows: of the 525 lung-carcinoma 
patients who had smoked either pipes or cigarettes but 
not both 5.7% were pipe smokers and 94.3% were cigarette 
smokers ; of 507 control patients with other diseases 9.7% 
were pipe smokers and 90.3% were cigarette smokers. The 
lower proportion of pipe smokers, and the corresponding 
excess of cigarette smokers, in the lung-carcinoma group 
is unlikely to be due to chance (x?=5.70; n=1; 001< 
P<0.02). 

It therefore seems that pipe smoking is less closely related 
to carcinoma of the lung than cigarette smoking. On the 
other hand, it has been shown in Table V that light 
smoking is less closely related to carcinoma of the lung 
than heavy smoking, so that the result might be explained 
merely on the grounds that pipe smokers tend to smoke 
less tobacco. ; 

In fact, pipe smokers do consume, on the average, less 
tobacco than cigarette smokers, but this is unlikely to be 

. the whole explanation of the relative deficiency of pipe 
smokers observed in the carcinoma group. We find a 
higher proportion of cigarette smokers and a lower pro- 
portion of pipe smokers among the lung-carcinoma patients 
than among the control group of non-cancer patients at 
each level of consumption of tobacco—that is, at 1-4, 
5-14, 15-24, and 25+ cigarettes or their equivalent a day. 
On the other hand, if we consider the “ pure pipe ” smokers 
by themselves and subdivide them according to the amount 
smoked, then we find a higher proportion of the carcinoma 
patients than of the control group in the higher smoking 
categories—that is, smoking more than 6 oz. of tobacco 
a week. In short, the results of this subdivision are similar 
to those shown in Table V for all smokers. It seems that 
the method by which the tobacco is smoked is of impor- 
tance and that smoking a pipe, though also related to 
carcinoma of the lung, carries a smaller risk than smoking 
cigarettes. With the data at our disposal we are unable 
to determine how great the difference in risk may be. 


Inhaling 

Another difference between smokers is that some inhale 
and others do not. All patients who smoked were asked 
whether or not they inhaled, and the answers given by 
the lung-carcinoma and non-cancer control patients were 
as follows : of the 688 lung-carcinoma patients who smoked 
(men and women) 61.6% said they inhaled and 38.4% said 
they did not ; the corresponding figures for the 650 patients 
with other diseases were 67.2% inhalers and 32.8% non- 
inhalers. It would appear that lung-carcinoma patients 
inhale slightly less often than other patients (y?=4.58 ; 
n=1; 0.02<P<0.05). However, the difference is not 
large, and if the lung-carcinoma patients are compared 
with all the other patients interviewed, and the necessary 
allowance is made for sex and age, the difference becomes 
insignificant (x?=0.19 ; n=1; 0.50<-P<0.70). 


Interpretation of Results 


Though from the previous tables there seems to be no 
doubt that there is a direct association between smoking 
and carcinoma of the lung it is necessary to consider alter- 
native explanations of the results. Could they be due to 
an unrepresentative sample of patients with carcinoma of 
the lung or to a choice of a control series which was not 
truly comparable? Could they have been produced by 
an exaggeration of their smoking habits by patients who 


thought they had an illness which could be attributed to 
smoking ? Could they be produced by bias on the part 
of the interviewers in taking and interpreting the histories ? 


Selection of Patients for Interview 


The method by which the patients with carcinoma of 
the lung were obtained has been discussed earlier ; there 
is no reason to suppose that they were anything other 
than a representative sample of the lung-carcinoma patients 
attending the selected London hospitals. The control 
patients, as was shown in Table II, were exactly compar- 
able so far as sex and age were concerned and they were 
sufficiently comparable with regard to social class for the 
difference between the two series to be ignored. They were 
not wholly comparable from the point of view of place of 
residence. The difference in this respect, however, was that 
more of the lung-carcinoma patients came from small 
towns and rural districts, and the figures in this inquiry 
show that consumption of tobacco per head in these areas 
is less than in London. Clearly this feature cannot have 
accounted for the observation that the lung-carcinoma 
patients smoked more. Further, if the comparison is con- 
fined to patients seen in district hospitals—and all of these 
resided in Greater London—the results are the same 


(Table IX). 


TaBLe IX.—Most Recent Amount Smoked by Lung-carcinoma and 
Control Patients Seen in District Hospitals (Male and Female) 





No. Smoking Daily 





| 
| 
Disease Group | 











. ‘ | , 25 
0 | 1 Cig.- all 0 Cigs.- Cigs.+ 
Lung-carcinoma patients (98) . . 2 12 36 27 21 
Control patients with diseases 
other than cancer (98) ‘“ 9 9 50 19 11 
' 











x2 = 11-68; n = 4; 0:01<P<0-02 


It might possibly be argued that the choice of a control ° 


group of patients with various medical and surgical con- 
ditions has, of itself, resulted in the selection of subjects 
with a smoking history less than the average. This would 
seem very unlikely, as we know of no evidence to suggest 
that less than average smoking is a characteristic of per- 
sons with any one group of diseases, and it certainly could 
not be held that it is equally a characteristic of persons 
suffering from all diseases other than carcinoma of the 
lung. Yet in Table X the smoking habits of the patients 


Tas_e X.—Most Recent Amount Smoked by all Patients Other Than 
Those with Carcinoma of Lung, Divided According to Type of 
Disease (Male and Female) 





No. Smoking Daily 























Disease Group 7 | a F a 25 
o | Cig.— | 5 Cigs.- 5 Cigs.— Cigs.+ 
Cancer, other than carcinoma | 236* 78 237 110 57 
of lung (718) .. me .. | 220-0 85-3 236:9 122-8 53-0 
Respirat disease, other than | 42 33 128 98 34 
cancer (335) .. He oa 47-0 29:7 136-1 84-1 38-1 
Cardiovascular disease (166) .. | 22 19 64 38 23 
17:7 16-7 73-8 39-5 18-3 
Gastro-intestinal disease (328). . 39 31 143 81 
55:7 32:3 130-2 75-8 34-5 
Other diseases (215) .. i 38 24 91 44 18 
36-6 21-1 86-0 48-9 22:1 
x2 = 20:14; n = 16; 0-20< P<0-30. 








* The roman figures show the actual numbers observed, those in italics are 
the numbers that would have occurred if the disease group in question had had 
in each sex and at each age exactly the same smoking habits as all the patients 
included in the table. 


in five main groups of diseases are compared, allowing for 
their sex and age composition, and no significant differ- 
ence can be demonstrated between them. (We have 
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brought into this table all the patients with diseases other 
than carcinoma of the lung.) 

As in other tables where sex and age differences between 
groups have had to be taken into account, the “ expected ” 
numbers have been obtained by taking the actual numbers 
of patients with each type of disease in each age and sex 
subgroup, and calculating what proportion of them would 
fall in each smoking category if they had had exactly the 
same habits as all the patients included in the Table. In 
other words, we have computed what ought to be the 
smoking habits of each disease group if it behaved in 
each sex and at each age like the total population of 
patients, and compared them with what, in fact, they were. 
The relatively large numbers of non-smokers in some of 
the groups are due to the fact that these disease groups 
included many old women. 

There remains the possibility that the interviewers, in 
selecting the control patients, took for interview from 
among the patients available for selection a dispropor- 
tionate number of light smokers. It is difficult to see 
how they could have done so, but the point can be tested 
indirectly by comparing the smoking habits of the patients 
whom they did select for intervicw with the habits of the 
other patients, other than those with carcinoma of the 
lung, whose names were notified by the hospitals. The 
comparison is made in Table XI and reveals no appreciable 
difference between the two groups. 


Taste XI.—Most Recent Amount Smoked by All Patients Other 
Than These with Carcinoma of Lung, Divided According to 
Whether They Were Notified or Selected for Interview (Male 
and Female) 


























No. Smoking Daily 
Method of Selection of 

Patient 0 | 1 Cig- 5 Cigs.— 15 Cie ce. + 

Notified by hospital (1,032) .. | 307% | 114 354 179 78 
cenpedeaete A 3018 | 119-0 | 345-2 | 1861 | 800 

Selected by intervi 730) .. | 70 71 
pmemeameasin 75-2 | 660 | 317-8 | 1849 | 86-0 
x2 = 2-14; n = 4; 0-70<P<0-80. 








* See footnote to Table X. 


It can therefore be concluded that there is no evidence 
of any special bias in favour of light smokers in the selec- 
tion of the control series of patients. In other words, the 
group of patients interviewed forms, we believe, a satis- 
factory control series for the lung-carcinoma patients from 
the point of view of comparison of smoking habits. 


Patient’s Smoking History 


Another possibility to consider is that the lung-carcinoma 
patients tended to exaggerate their smoking habits. Most 
of these patients cannot have known that they were suffer- 
ing from cancer, but they would have known that they 
had respiratory symptoms, and such knowledge might have 
influenced their replies to questions about the amount they 
smoked. However, Table X has already shown that 
patients with the other respiratory diseases did not give 
smoking histories appreciably different from those given 
by the patients with non-respiratory illnesses. There is no 
reason, therefore, to suppose that exaggeration on the part 
of the lung-carcinoma patients has been responsible for 
the results. 

The Interviewers 


When the investigation was planned it was hoped that 
the interviewers would know only that they were inter- 
viewing patients with cancer of one of several sites (lung, 
stomach, or large bowel) but not, at the time, the actual 


site. This, unfortunately, was impracticable; the site 
would be written on the notification form, or the nurse 
would refer to the diagnosis in pointing out the patient, or 
it would become known that only patients with cancer of 
one of the sites under investigation would be found in one 
particular ward. Out of 1,732 patients notified and inter- 
‘ viewed as cases of cancer, the site of the growth was known 
to the interviewer at the time of interview in all but 61. 
Serious consideration must therefore be given to the pos- 
sibility of interviewers’ bias affecting the results (by the 


interviewers tending to scale up the smoking habits of the | 


lung-carcinoma cases). 

Fortunafely the material provides a simple method of 
testing this point. A number of patients were interviewed 
who, at that time, were thought to have carcinoma of the 
lung but in whom the diagnosis was subsequently disproved. 
The smoking habits of these patients, believed by the inter- 
viewers to have carcinoma of the lung, can be compared 
with the habits of the patients who in fact had carcinoma 
of the lung and also with the habits of all the other patients. 
The result of making these comparisons is shown in 
Tables XII and XIII, and it will be seen that the smoking 


Taste XII.—Most Recent Amount Smoked by Patients with 
Carcinoma of Lung and by Patients Thought Incorrectly by the 
jee genre to be Suffering from Carcinoma of Lung (Male 

emale 





No. Smoking Daily 





0 | 1 Cig-| 5 Cigs.-|15 Cigs.- a + 


40 269 205 174 
48:0 | 276-0 | 201-0 | 152-7 
25 83 50 16 

17-0 76-0 54:0 37-3 


x2 = 29:76; n = 4; P< 0-001. 


Disease Group | 








Patients with carcinoma of lung | 21* 
Pa incorrectly thought to 35. 
atients ought to 
have carcinoma of mee e209) 24-3 























* See footnote to Table X. 

t There is a large number of cases in this group because one hospital notified 
ali cases admitted for bronchoscopy; 147 out of the 209 incorrectly thought to 
have carcinoma of the lung were interviewed at this hospital. 


TaBLeE XIII.—Most Recent Amount Smoked by Patients Incorrectly 
Thought by the Interviewers to be re babs from Carcinoma of 
Lung and All Other Patients Not Suffering from Carcinoma of 
Lung (Male and Female) 





No. Smoking Daily 
0 | 1 Cig-| 5 Cigs.-|15 Cigs.- Cig. . 
Patients incorrectly thought to 3$°¢ 25 83 50 16 
have carcinoma of lung (209)t 36°8 20-4 82-0 48-8 20-8 


All other patients not a 342 160 580 321 150 
from carcinoma of lung (1,553) | 340-2 164-6 | 581-0 | 322-2 | 145-2 


22 = 2-58; n= 4; 0-50<P <0-70. 





Disease Group 


























* See footnote to Table X. t+ See footnote to Table XII. 


habits of the patients who were incorrectly thought to have 
carcinoma of the lung at the time of interview are sharply 
distinguished from the habits of those patients who did 
in fact have-carcinoma of the lung (Table XII), but they do 
not differ significantly from the habits of the other patients 
interviewed (Table XIII. 

It is therefore clearly not possible to attribute the results 
of this inquiry to bias on the part of the interviewers, as, 
had there been any appreciable bias, the smoking habits 
of the patients thought incorrectly to have carcinoma of 
the lung would have been recorded as being like those of 
the true lung-carcinoma subjects and not the same as those 
without carcinoma of the lung. 

We may add that the results cannot be due to different 
workers interviewing different numbers of patients in the 
cancer and control groups, for, while the four interviewers 
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did not see exactly the same proportions of patients in all 
the groups, the proportions were very close. Moreover, 
if the patients seen by each of the interviewers are treated 
as four separate investigations, highly significant differences 
are found between the lung-carcinoma patients and the 
other patients interviewed in three instances. In the fourth 
the difference is in the same direction, but, owing to the 
small number of patients seen, the results are not technically 
significant (P lies between 0.10 and 0.05; in this instance 
the almoner had to stop work because of illness, having 
seen only 46 patients with carcinoma of the lung). 


Discussion 


To summarize, it is not reasonable, in our view, to attri- 
bute the results to any special selection of cases or to bias 
in recording. In other words, it must be concluded that 
there is a real association between carcinoma of the lung 
and smoking. Further, the comparison of the smoking 
habits of patients in different disease groups, shown in 
Table X, revealed no association between smoking and 
other respiratory diseases or between smoking and cancer 
of the other sites (mainly stomach and large bowel). The 
association therefore seems to be specific to carcinoma of 
the lung. This is not necessarily to say that smoking causes 
carcinoma of the lung. The association would occur if 
carcinoma of the lung caused people to smoke or if both 
attributes were end-effects of a common cause. The habit 
of smoking was, however, invariably formed before the 
onset of the disease (as revealed by the production of symp- 
toms), so that the disease cannot be held to have caused 
the habit; nor can we ourselves envisage any common 
cause likely to lead both to the development of the habit 
and to the development of the disease 20 to 50 years later. 
We therefore conclude that smoking is a factor, and an 
important factor, in the production of carcinoma of the 
lung. 

‘The effect of smoking varies, as would be expected, with 
the amount smoked. The extent of the variation could be 
estimated by comparing the numbers of patients inter- 
viewed who had carcinoma of the lung with the correspond- 
ing numbers of people in the population, in the same age 
groups, who smoke the same amounts of tobacco. Our 
figures, however, are not representative of the whole 
country, and this may be of some importance, as country- 
men smoke, on the average, less than city dwellers. More- 
over, as was shown earlier, the carcinoma and the control 
patients were not comparable with regard to their places 
of residence. The difficulty can be overcome by confining 
the comparison to the inhabitants of Greater London. 

If it be assumed that the patients without carcinoma of 
the lung who lived in Greater London at the time of their 
interview are typical of the inhabitants of Greater London 
with regard to their smoking habits, then the number of 
people in London smoking different amounts of tobacco 
can be estimated. Ratios can then be obtained between 
the numbers of patients seen with carcinoma of the lung 
and the estimated populations at risk who have smoked 
comparable amounts of tobacco. This has been done for 
each age group, and the results are shown in Table XIV. 
It must be stressed that the ratios shown in this table are 
not measures of the actual risks of developing carcinoma 
of the lung, but are put forward very tentatively as pro- 
portional to these risks. 

Thus Table XIV shows clearly, and for each age group, 
the conclusion previously reached—that the risk of develop- 
ing carcinoma of the lung increases steadily as the amount 
smoked increases. If the risk among non-smokers is taken 


TaBLe XIV.—Ratios of Patients Interviewed With Carcinoma of 
Lung and with a Given Daily Consumption of Tobacco to the 
Estimated Populations in Greater London Smuking the Same 
Amounts (Male and Female Combined; Ratios per Million) 




















Daily Consumption of Tobacco 
eS eT... Total 

14 | 5-14 | 15-24 | 25-49 | 50 

Cigs. Cigs. Cigs. Cigs. | Cigs.+ 
25- uP o- | a 2 6 28 — 4 
35- Se 43 41 67 77 29 
45- ot @is 178 241 429 667 147 
55- ee 133 380 463 844 | 600 244 
65-74 «3. | (Ot 110 300 510 | 1,063 | 2,000 186 

| 








* Ratios based on less than 5 cases of carcinoma of the lung are given in italics, 
as unity and the resulting ratios in the three age groups in 
which a, large number of patients were interviewed (ages 
45 to 74) are averaged, the relative risks become 6, 19, 26, 
49, and 65 when the number of cigarettes smoked a day 
are 3, 10, 20, 35, and, say, 60—that is, the mid-points of 
each smoking group. In other words, on the admittedly 
speculative assumptions we have made, the risk seems to 
vary in approximately simple proportion with the amount 
smoked. 





One anomalous result of our inquiry appears to relate 
to inhaling. It would be natural to suppose that if smoking 
were harmful it would be more harmful if the smoke were 
inhaled. In fact, whether the patient inhaled or not did 
not seem to make any difference. It is possible that the 
patients were not fully aware of the meaning of the term 
and answered incorrectly, but the interviewers were not 
of that opinion. In the present state of knowledge it is 
more reasonable to accept the finding and wait until the 
size of the smoke particle which carries the carcinogen is 
determined. Until this is known nothing can be stated 
about the effect which any alteration in the rate and depth 
of respiration may have on the extent and site of deposition 
of the carcinogen (Davies, 1949). 
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Fic. 2.—Death rate from cancer of the lung and rate of 
consumption of tobacco and cigurettes. 


How, in conclusion, do these results fit in with other 
known facts about smoking and carcinoma of the lung? 
Both the consumption of tobacco and the number of deaths 
attributed to cancer of the lung are known to have it 
creased, and to have increased largely, in many countries 
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this century. The trends in this country are given in Fig. 2, 
and show that over the Jast 25 years the increase in deaths 
attributed to cancer of the lung has been much greater 
than the increase in tobacco consumption. This might well 
be because the increased number of deaths in the latter 
years is partly an apparent increase, due to improved diag- 
nosis ; in other words, it is not wholly a reflection of 
increased prevalence of cancer of the lung. On the other 
hand, it is possible that the carcinogenic agent is introduced 
during the cultivation or preparation of tobacco for con- 
sumption and that changes in the methods of cultivation 
and preparation have occurred as well as changes in con- 
sumption. However that may be, it is clearly not possible 
to deduce a simple time relationship in this country between 
the consumption of tobacco and the number of deaths attri- 
buted to cancer of the lung. 


The greater prevalence of carcinoma of the lung in men 
compared with women leads naturally to the suggestion 
that smoking may be a cause, since smoking is predomi- 
nantly a male habit. Although increasing numbers of 
women are beginning to smoke, the great majority of 
women now of the cancer age have either never smoked 
or have only recently started to do so. It is therefore 
tempting to ascribe the high sex. ratio to the greater con- 
sumption of tobacco by men. If this were true it would 
be expected that the incidence of carcinoma of the lung 
would be the same among non-smokers in both sexes. In 
this series, 2 out of 649 men and 19 out of 60 women with 
carcinoma of the lung were non-smokers. 


To calculate the incidence rates among non-smokers of 
either sex it is necessary to estimate the number of non- 
smokers in the population from which the patients were 
drawn. For reasons given earlier this cannot be done, but 
an estimate can be obtained of the expected sex ratio of 
cases occurring among non-smokers in the Greater London 
area. From the experience of the patients without car- 
cinoma of the lung who lived in Greater London at the 
time of their interview it can be calculated that there were, 
in 1948, 175,000 men and 1,582,000 women in London 
between the ages of 25 and 75 who had never -been 
smokers according to our definition of the term. Taking 
these figures, subdivided by age, in association with the 
age distribution of the 16 cases of carcinoma of the lung 
observed among non-smokers living in Greater London, it 
can be calculated that, if the incidence of the disease were 
equal among non-smokers of both sexes, one case should 
have occurred in a man and 15 in women. In fact, the 
observed ratio was 0 to 16. 


This finding is consistent with the theory that the risk 
of developing carcinoma of the lung is the same in both 
men and women, apart from the influence of smoking. It 
is not, however, possible to demonstrate with the data at 
our disposal that different amounts of smoking are sufficient 
to account for the overall sex ratio. 


As to the nature of the carcinogen we have no evidence. 
The only carcinogenic substance which has been found in 
tobacco smoke is arsenic (Daff and Kennaway, 1950), but 
the evidence that arsenic can produce carcinoma of the 
lung is suggestive rather than conclusive (Hill and Faning, 
1948). Should arsenic prove to be the carcinogen, the 
possibility arises that it is not the tobacco itself which is 
dangerous. Insecticides containing arsenic have been used 
for the protection of the growing crop since the end of the 
last century and might conceivably be the source of the 
responsible factor. This, too, might account for the obser- 
vation that deaths from cancer of the lung have increased 
more rapidly than the consumption of tobacco. 


’ 


Summary 


The great increase in the number of deaths attributed to 
cancer of the lung in the last 25 years justifies the search for 
a cause in the environment. An investigation was therefore 
carried out into the possible association of carcinoma of the 
lung with smoking, exposure to car and fuel fumes, occupation, 
etc. The preliminary findings with regard to smoking are 
reported. 

The material for the investigation was obtained from twenty 
hospitals in the London region which notified patients with 
cancer of the lung, stomach, and large bowel. Almoners then 
visited and interviewed each patient. The patients with 
carcinoma of the stomach and large bowel served for compari- 
son and, in addition, the almoners interviewed a non-cancer 
control group of general hospital patients, chosen so as to be 
of the same sex and age as the lung-carcinoma patients. 


.Altogether 649 men and 60 women with carcinoma of the 
lung were interviewed. Of the men 0.3% and of the women 
31.7% were non-smokers (as defined in the text). The corre- 
sponding figures for the non-cancer control groups were: men 
4.2%, women 53.3%. 

Among the smokers a relatively high proportion of the 
patients with carcinoma of the lung fell in the heavier smoking 
categories. For example, 26.0% of the male and 14.6% of the 
female lung-carcinoma patients who smoked gave as their most 
recent smoking habits prior to their illness the equivalent of 25 
or more cigarettes a day, while only 13.5% of the male and 
none of the female non-cancer control patients smoked as much. 
Similar differences were found when comparisons were made 
between the maximum amounts ever smoked and the estimated 
total amounts ever smoked. 

Cigarette smoking was more closely related to carcinoma of 
the lung than pipe smoking. No distinct association was found 
with inhaling. 

Taken as a whole, the lung-carcinoma patients had begun 
to smoke earlier and had continued for longer than the controls, 
but the differences were very small and not statistically signifi- 
cant. Rather fewer lung-carcinoma patients had given up 
smoking. 

Consideration has been given to the possibility that the results 
could have been produced by the selection of an unsuitable 
group of control patients, by patients with respiratory disease 
exaggerating their smoking habits, or by bias on the part of 
the interviewers. Reasons are given for excluding all these 
possibilities, and it is concluded that smoking is an important 
factor in the cause of carcinoma of the lung. 

From consideration of the smoking histories given by the 
patients without cancer of the lung a tentative estimate was 
made of the number of people who smoked different amounts 
of tobacco in Greater London, and hence the relative risks of 
developing the disease among different grades of smokers were 
calculated. The figures obtained are admittedly speculative, 
but suggest that, above the age of 45, the risk of developing 
the disease increases in simple proportion with the amount 
smoked, and that it may be approximately 50 times as great 
among those who smoke 25 or more cigarettes a day as among 
non-smokers. 

The observed sex ratio among non-smokers (based, it must 
be stressed, on very few cases) can be readily accounted for 
if the true incidence among non-smokers is equal in both sexes. 

It is not possible to deduce a simple time relationship between 
the increased consumption of tobacco and the increased number 
of deaths attributed to cancer of the lung. This may be 
because part of the increase is apparent—that is, due to 
improved diagnosis—but it may also be because the carcinogen 
in tobacco smoke is introduced into the tobacco during its 
cultivation or preparation. Greater changes may have taken 
place in the methods involved in these processes than in the 
actual amount of tobacco consumed. 

Co-operating Hospitals—Bromrton, Certral Middlesex, 
Fulham, Hackney, Hammersmith, Harefield, Lambeth, 
Lewisham, Middlesex, Mount Vernon and the Radium Institute, 
New End, Royal Cancer, Royal Free, St. Bartholomew’s, 
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St. Charles’s, St. James’, St. Mary's, St. Thomas’s, University 
College, Whittington. 


We are indebted to the staffs of the above-named hospitals for 
having allowed us to interview their patients and to have access 
to the hospital notes; also to the individual members of the staffs, 
both medical and lay, who notified the cases and collected the notes 
for examination. The work could not have been carried out without 
their co-operation. Sir Ernest Kennaway and Dr. Percy Stocks 
took part in a conference called by the Medical Research Council, 
at which this investigation was initiated, and we have been fortunate 
in having their helpful advice throughout its course. Professor 
W. D. Newcomb has advised us on individual problems of pathology. 
We are most grateful for this assistance. Finally, we wish to thank 
Miss Marna Buckatzsch, Miss Beryl Iago, Miss Keena Jones, and 
Miss Rosemary Thomson, who interviewed the patients and helped 
with the analysis of the results; and Dr. J. T. Boyd for assistance in 
the calculations. 
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REGIME FOR TREATMENT OF SEVERE 
AND ACUTE LIVER DISEASE 


BY 


A. L. LATNER, M.D., M.Sc., D.LC., A.R.C.S. 
(From the Section of Chemical Pathology, Department of 


Pathology, Royal Victoria Infirmary, Newcastle- 
upon-T yne) 


In spite of increasing biochemical knowledge on the subject 
of liver necrosis, the high mortality rate of severe liver 
disease of acute onset remains a therapeutic challenge. Once 
coma has occurred a fatal outcome is probable ; a recovery 
is always an event of note. 

It is, however, a remarkable fact that even patients suf- 
fering from massive necrosis may linger on for a number 
of days. This is in marked contrast to the short period 
of survival of animals after hepatectomy. Moreover, in 
so-called “ acute yellow atrophy ” several of the liver’s func- 
tions may remain apparently normal until death. Even the 
fasting blood-sugar level may remain within normal limits. 
This must surely mean that enough liver tissue survives 
to carry out certain highly important metabolic processes. 
There is also reason to believe that the histological picture 
of massive necrosis is not unrelated to post-mortem auto- 
lysis, and that much more liver tissue survives during life 
than is apparent after death (van Beek and Haex, 1943). 

These facts are of great importance. If practically all 
the liver were necrotic during life, then treatment would 
obviously be useless. Ou the other hand, if large numbers 
of liver cells were diseased but not dead the possibility 
would remain that the process was reversible, and that a 
successful treatment might eventually be discovered. In 
the hope that the latter state of affairs actually occurs, I 
have been attempting over a number of years to treat 
these cases on biochemical principles. 


Earlier Work 


Some three years ago treatment was begun in a series of 
six patients in coma from acute liver disease (Latner and 
Mowbray—paper in preparation). By daily intravenous 
administration, each patient received 1 to 3 g. of cystine 
in addition to glucose and plasma. The importance of this 
amino-acid in the prevention of experimental necrosis had 
already been demonstrated (Glynn et al., 1945). All these 
cases presented the clinical picture of “acute yellow 
atrophy ” and all had a fatal outcome. 


A gross amino-aciduria has been demonstrated in severe 
liver disease by paper chromatography (Dent, 1949). In 
view of the known increase in the amino-acid content of 
the blood, including the thioamino-acids, Dent has suggested 
that the necrotic liver cannot utilize them and they could 
not therefore be of much use in curative treatment. 


There was some possibility that a reflex circulatory upset 
affecting the liver might prevent the cystine reaching the 
liver cells. With this possibility in view, tetraethyl- 
ammonium bromide was administered to our sixth case 
as soon as it became obvious that there was no response 
to cystine. The downhill progress of the patient was in 
no way affected. 

These discouraging results made it obvious that we were 
thinking along incorrect lines. The diseased liver cell 
required cystine to prevent necrosis but could not utilize 
it adequately from external sources. The problem, there- 
fore, was to render the cells less sensitive to cystine defi- 
ciency, so that they could utilize their own cystine until 
such time as recovery was complete enough to allow them 
to use the amino-acids of surrounding tissue fluid. From 
this point of view the role assigned to tocopherol in the 
production of experimental hepatic necrosis (Schwarz, 
1944; Gyérgy, 1947; Himsworth and Lindan, 1949) 
assumes great importance. This vitamin has therefore 
been included in the regime of treatment described below. 


The intracellular oxidative processes of the liver and 
other organs also require other vitamins. In their absence 
toxic products accumulate which could easily be a factor 
in the final death of liver cells. The successful application 
of massive doses of the vitamin-B group in the cholaemia 
of cirrhosis has already been reported (Patek ef al., 1948). 
This form of therapy was therefore also included in the 
regime. 

Recent knowledge of the state of dynamic equilibrium 
of the body proteins also has a bearing on this problem. 
It seems likely that proteins are not only destroyed by wear 
and tear but are continuously being broken down and 
resynthesized at a remarkably rapid rate. This protein 
turnover can be demonstrated with radioactive tracers. 
One would not be far wrong in stating that every protein 
in the body was in a state of dynamic equilibrium with all 
other proteins (Whipple, 1948). The liver has been described 
as the master organ for protein metabolism. The diminu- 
tion of the plasma proteins in severe disease of this organ 
could profoundly upset the normal equilibrium of the tissue 
proteins and so lead to metabolic upsets. The resulting 
toxic metabolites could act unfavourably on already dam- 
aged liver cells. It therefore becomes of great importance 
to administer plasma protein in severe liver disease, and for 
this reason it has been included in the regime. 

Vitamins of the B group have been administered along 
with a dextrose solution in normal saline. The saline vehicle 
has been used because of the remarkable tendency for these 
patients to develop low plasma-chloride levels, probably 
related to vomiting and possibly to associated renal failure. 
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Large amounts of dextrose administered intravenously can 
lead to a dangerously low level of plasma potassium. This 
was in fact demonstrated in the one fatal case of this series. 
For this reason every pint (570 ml.) of dextrose in saline 
has also contained 0.5 g. of potassium chloride. 

All patients in coma are very liable to develop aspiration 
pneumonia. This is well seen in liver necrosis ; such patients 
seem to have a marked tendency to infection. For this 
reason penicillin has been administered daily. If this fails 
to control infection streptomycin may be used. 


The Regime 

The regime, as finally developed, is as follows. 

Infusion 1.—To each pint of 10% dextrose in normal saline 
are added 50 mg. of thiamin hydrochloride, 150 mg. of nicotin- 
amide, and 50 mg. of riboflavin as well as 0.5 g. of potassium 
chloride. 

Infusion 2.—This consists of plasma to which the vitamins 
alone have been added in the same concentrations as in 
Infusion 1. 

The patient’s blood group is immediately determined 
and appropriate donors are contacted Penicillin, 1,000,000 
units, is administered daily for 10 days. During each 
24 hours three separate pints of Infusion 1 are adminis- 
tered intravenously at six-hourly intervals and after a 
further six hours one pint of Infusion 2 is given. During 
this period 300 mg. of tocopherol is administered intra- 
muscularly in three divided doses. 

This treatment is continued until such time as fluids 
can be safely administered by mouth ; usually two or three 
days. It is important to administer the tocopherol by 
mouth as soon as possible, as it is said to be much more 
effective by the oral route (Goettsch and Pappenheimer, 
1941). As recovery sets in, the vitamin dosages are 
halved on consecutive days until they can be replaced by 
a reliable polyvitamin preparation, which is continued 
through convalescence. 

As soon as the patient is able to take fluids by mouth, 
“hepovite” is administered in gradually increasing dosage 
until the patient is receiving 2 oz. (62 g.) daily in addition 
to the ordinary diet. 

Unfortunately, in the early stages haemorrhagic incidents 
are common. In this series they have taken the form of 
epistaxis or melaena. It is of the greatest importance to 
be constantly on the alert for signs of severe haemorrhage. 
This must be treated by the immediate administration of 
appropriate amounts of fresh donor blood, to each pint of 
which the vitamins have been added in the same concen- 
trations as in the infusions. It must be emphasized that 
for this purpose stored blood is useless, as the haemorrhage 
is due among other factors to prothrombin deficiency. 

If an infection which is obviously not responding to 
penicillin develops, a course of streptomycin may be given. 
Sedatives are best avoided. However, these patients are 
liable to become very restless and extremely difficult to 
nurse, and on occasion it may be necessary to administer 
paraldehyde. Morphine should not be given. 

The treatment has now been given in five instances, details 
of which follow. For the sake of brevity the regime is 
referred to as “ the intravenous liver regime.” 


Case 1: Massive Necrosis Complicating Infective Hepatitis 


A housewife aged 42 was jaundiced and stuporous on admis- 
sion and soon lapsed into coma. One week previously she 
had felt unwell and had a temperature of 102.4° F. (39.1° C.). 
She suffered from anorexia and nausea, but drank quite copi- 
ously. Five days before admission she began to vomit a great 


deal, and this continued for three days. She had not vomited 
since, but suffered from severe nausea. Her temperature 
became normal two days before admission. By the next day 
she had become drowsy, and gradually got worse until she 
was answering questions only when spoken to sharply. 
Jaundice now became evident. 


On examination it was found that she could be roused with 
difficulty to say an occasional word. She reacted vigorously 
to painful stimuli. Her conjunctivae were yellow and her skin 
slightly jaundiced. Her abdomen was tender all over, especi- 
ally in the right upper quadrant, with some guarding on deep 
palpation. The liver could not be palpated, but there was a 
reduction in the area of hepatic dullness. Some bruising was 
present over the right lower shin, and the plantar responses 
were flexor. Her temperature was 98° F. (36.7° C.), pulse rate 
92 a minute, and blood pressure 160/95 mm. Hg. 

A specimen of urine contained albumin and bile pigments 
but no casts. The white cell count was 7,800 per c.mm. The 
serum thymol turbidity and flocculation were respectively 21 
units and ++++. The plasma alkaline phosphatase and 
blood urea were respectively 18 units (Jenner and Kay) and 
21 mg. per 100 ml. 

Intravenous therapy was begun immediately. In this case 
the infusions contained no added potassium chloride, and toco- 
pherol was given in much lower dosage than in the regime 
already described. The patient soon became extremely rest- 
less, and sedation was necessary. In spite of this, generalized 
twitchings of her muscles developed. On the second day of 
treatment she still remained comatose, with periods of extreme 
restlessness. By the afternoon of the next day she began to 
recover from her coma and was able to take fluids by mouth. 
The improvement continued, and by the fourth day of treat- 
ment she was speaking quite rationally and taking fluids well. 
On the fifth day she was much improved and talking quite 
rationally. She was feeling better but somewhat weak. 

At this stage a cellulitis had begun in her right leg—the 
limb into which the intravenous drip was being administered. 
Her temperature was now 102° F. (38.9° C.). Sulphadimidine 
was given in an unsuccessful attempt to combat the infection. 
The temperature continued to rise, and by the next day it had 
reached 104° F. (40° C.), and she lapsed once more into coma. 
Her blood potassium was only 10.9 mg. per 100 ml. Her 
blood urea was 70 mg. per 100 ml. and the white cell count 
23,000 per c.mm. In spite of the administration of 5 g. of 
potassium chloride by mouth and 2 g. intravenously she 
remained in coma and died next day. 

One cannot escape the conclusion that the cellulitis played a 
large part in the causation of death, which may also have been 
contributed to by the lowered blood potassium. It was because 
of this case that potassium chloride was subsequently introduced 
into the routine intravenous therapy and the dosage of vita- 
min E was increased to 300 mg. daily. It is possible that the 
administration of streptomycin might have been a life-saving 
procedure. 


Case 2: Infective Hepatitis with Massive Necrosis 


A boy aged 9 was somewhat jaundiced on admission. He 
was delirious and had violent screaming bouts. He had first 
felt unwell five days previously and became delirious with 
severe epistaxis during the next 24 hours. The delirium con- 
tinued up to the day of admission, when jaundice first appeared. 

On examination he was seen to be very ill and somewhat 
dehydrated. A tinge of jaundice was present in the skin and 
conjunctivae, and purpuric spots were present on his back. His 
respirations were 45 a minute, his temperature was 99.4° F. 
(37.4° C.), and pulse rate 104. The liver seemed slightly 
enlarged. There was no neck rigidity and the plantar responses 
were flexor. Some moist sounds were present over both lungs. 
A specimen of urine contained albumin and bile pigments. 
Blood examination revealed a plasma bilirubin content of 4 mg. 
per 100 ml. and an alkaline phosphatase of 16.8 units (Jenner 
and Kay) per 100 ml. The thymol reactions were normal, but 
cephalin-cholesterol flocculation was ++++. 
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At this stage he was given 1,000,000 units of penicillin daily, 
and this was continued for 12 days. Next day he was very ill 
indeed, with alternating coma and restlessness. He had become 
more deeply jaundiced and a morbilliform eruption appeared 
on his trunk. The diagnosis of acute yellow atrophy was made 
and the prognosis was regarded as extremely grave. Examina- 
tion of the urine by paper chromatography revealed a gross 
amino-aciduria. 

The intravenous liver regime was now begun. In this case, 
however, all the vitamins were administered by intramuscular 
injection. On the third day after admission the patient suffered 
a severe epistaxis and his haemoglobin was shown to be 50% 
of normal. He was therefore given a pint (570 ml.) of blood. 
Next day he was much improved, was rational, and was able 
to drink. The drip was discontinued. He made rapid pro- 
gress and was discharged 18 days after admission. Leptospiral 
agglutinations were negative 18 days after the onset of illness. 

He was readmitted 10 days later for a lung abscess which 
responded well to treatment. When last seen, a year later, he 
appeared to be in good health. 


Case 3: Massive Necrosis of the Puerperium 


A housewife aged 25 was admitted in a confused and some- 
what stuporous condition two days after the delivery of her first 
child. There was some jaundice of the skin and conjunctivae. 
She had begun vomiting a week before the birth of her child, 
and two days before delivery a slight jaundice was noted. It 
was hoped that delivery’ would result in improvement, which 
was apparent at first, but after 48 hours she relapsed into an 
almost comatose condition. 

On examination liver dullness was markedly diminished: 
this was confirmed by a number of observers. She was some- 
what confused, but could be made to answer questions more 
or less rationally. At this stage her urine contained bile but 
no albumin. Tyrosine and leucine crystals could not be demon- 
strated microscopically, but paper chromatography revealed a 
gross amino-aciduria. Blood examination disclosed a plasma 
bilirubin content of 3.36 mg. per 100 mi. The alkaline 
phosphatase and total serum protein were respectively 17.8 
units (Jenner and Kay) and 4.2 g. per 100 ml. The plasma 
prothrombin was 61% of normal average and the serum thymol 
reactions were normal. The serum potassium level was only 
12.3 mg. per 100 ml. 

The patient was placed on the intravenous liver regime for 
three days and made a rapid recovery. One week later her 
serum protein had risen to 5.25 g. and her prothrombin was 
88% of normal average. She was now shown to have a macro- 
cytic anaemia, but marrow puncture revealed normoblastic 
erythropoiesis and no megaloblasts were seen. It is interest- 
ing to note that other cases in this series have developed a 
similar condition. The anaemia responded well to the admini- 
stration of folic acid and a transfusion of the packed cells of 
two pints (1.14 1.) of blood. When last seen, six months later, 
she was in normal health. 


Case 4: Hepato-renal Syndrome Following 
Cholecystectomy 


A housewife aged 36 was obviously gravely ill when I first 
saw her. She was deeply jaundiced, vomited copiously, and 
was in a stupor from which she could not be roused. Her eyes 
remained turned upwards. She had been admitted to hospital 
11 days previously with a history of deepening jaundice of 16 
days’ duration, not associated with pain but accompanied by 
severe nausea and itching. There had, however, been inter- 
mittent attacks of biliary colic for about eight months. 

On admission, laboratory examination revealed that each 
100 ml. of her plasma contained 13 mg. of bilirubin and 10.8 
units of alkaline phosphatase (Jenner and Kay). The plasma 
prothrombin was 92% of normal average and the serum thymol 
reactions showed a turbidity of 5 units and ++++ floccula- 
tion. In spite of this evidence of hepatocellular damage, it was 
decided to operate because of the previous history of biliary 
colic. Cholecystectomy was performed and a small stone 
removed from the common bile duct, into which a drain was 


inserted. On the day after operation a transfusion of two 
pints of blood became necessary because of continual oozing 
from the wound. The patient was restless and vomiting, and 
her condition continied to deteriorate, with deepening jaundice. 
Because of continuous vomiting, intermittent gastric drainage 
was performed. She gradually became stuporous and developed 
oliguria. 

Because of her abdominal incision, I was unable to carry out 
a complete clinical examination. This was made even more 
difficult by the presence of a large haematoma in the wound, 


which was still oozing blood. The spleen was not enlarged,- 


and nothing abnormal was demonstrated in her chest. Her 
temperature was 99° F. (37.2° C.) and her pulse rate 100 a 
minute. A specimen of urine contained bile, and paper 
chromatography revealed a gross amino-aciduria. Her plasma 
bilirubin and blood urea were now respectively 32 mg. and 
136 mg. per 100 ml. 

The intravenous liver regime was immediately started and 
was continued for six days. For the first few days the patient 
remained exceedingly ill, with copious vomiting and well- 
marked oliguria. The wound haematoma increased in size 
but the jaundice diminished. On the last day of the regime 
the plasma bilirubin had fallen to 6.4 mg. per 100 ml. The 
blood urea, chloride (as Cl’), and potassium were respectively 
200, 226, and 16.9 mg. per 100 ml. She was now able to take 
sips of fluid by mouth, and hepovite was administered. Oliguria 
still persisted, and in view of the low plasma chloride three 
pints (1.7 ml.) of 2.7% saline were administered intravenously 
over a period of 12 hours. This raised the plasma chloride to 
311 mg. per 100 ml. (as Cl’), but the blood urea also rose to 
440 mg. per 100 ml. A profuse diuresis now set in accom- 
panied by much improvement in the patient’s condition. In 
five days the blood urea had fallen to 110 mg. per 100 ml. 
The plasma chloride was now well within normal limits and 
the plasma bilirubin was 1.6 mg. per 100 ml. The red blood 
cell count was found to be only 2,800,000 per c.mm., the blood 
haemoglobin was 6.51 g. per 100 ml. A transfusion of two 
pints of blood was therefore given and folic acid administered. 

On discharge, a fortnight later, all biochemical investiga- 
tions were within normal limits. A high-protein diet supple- 
mented by 2 oz. (62 g.) of hepovite daily was prescribed. When 
last seen five months after discharge she was fit and well and 
had obviously gained much weight. She had returned to normal 
housework. 


Case 5: Acute Massive Necrosis of the Puerperium 


A housewife aged 25 was admitted in a desperately ill condi- 
tion ; she was jaundiced and comatose. At the thirtieth week 
of her second pregnancy she felt weak and breathless and 
suffered from headaches and swelling of the ankles. Six weeks 
later she first saw a doctor, who delivered her of a stillborn 
child. Within half an hour she collapsed, became delirious, 
and then sank into a state of coma, and was admitted to Preston 
Hospital, North Shields. There was now persistent hiccup, and 
a deepening jaundice became evident. She was obviously mori- 
bund, and in this condition was transferred to the Royal Victoria 
Infirmary for treatment. 

On examination it was found that she could occasionally be 
roused to mumble a few incoherent words. She suffered from 


repeated hiccup, jerking movements, and muscular twitchings. . 


She was fairly deeply jaundiced and a well-marked fetor 
hepaticus was detected. Some spider naevi were present on 
her arms and face. There was also some palmar erythema. 
A number of bruises were present over the lower region of 


her back, particularly over the sacrum. In this position an — 


early bedsore was evident. There was marked diminution of 
liver dullness and the uterus was enlarged to some 3 in. 
(7.6 cm.) above the symphysis. Crepitations and areas of 
diminished air entry were detected over both lung bases. The 
plantar responses were flexor. Her pulse rate was 100 a minute, 
blood pressure 70/40 mm. Hg, and temperature on admission 
97.4° F. (36.3° C.). 

A specimen of urine contained bile but no albumin, and 
a gross amino-aciduria was demonstrated by paper chromato- 
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graphy. This latter finding was confirmed in subsequent speci- 
mens. Examination of the blood revealed a red cell count 
of 3,600.000 per c.mm. and a leucocytosis of 33,200 cells per 
c.mm. The blood haemoglobin content was 7.4 g. per 100 ml. 
Plasma bilirubin, alkaline phosphatase, and total serum protein 
were respectively 5.6 mg., 21.5 units (Jenner and Kay), and 
4.95 g. per 100 ml. The thymol reactions and zinc sulphate 
flocculation were within normal limits. The blood urea was 
raised to 352 mg. per 100 ml. 

The patient was immediately placed on the intravenous liver 
regime and the response was dramatic. Twenty-four hours 
after admission she was free from hiccup for short periods 
and was able to recognize her relatives. She could now take 
some fluids by mouth. Forty-eight hours after admission she 
developed a severe melaena, which continued for three days 
and necessitated the administration over this period of five 
pints (2.84 1.) of blood containing added vitamins. During 
this time it was thought unnecessary to administer any plasma. 
The hiccup vanished on the third day of treatment, and she 
was alert and smiling and taking her food. The drip was 
discontinued on the fifth day. 

She now developed a temperature of 102.4° F. (39.1° C.). 
In spite of the penicillin therapy a cellulitis of her right leg 
had developed and the bedsore had increased in size. Physi- 
cal signs were still present over both lung bases. The penicillin 
was discontinued and a 10-day course of streptomycin begun 
with a dosage of 0.5 g. twice daily. As a result of this therapy 
her temperature fell to normal and all signs of infection dis- 
appeared. The slow healing of the bedsore somewhat pro- 
longed her stay in hospital. On the twelfth day of her illness 
the plasma prothrombin was 70% of normal average, and subse- 
quent blood examination revealed normal plasma bilirubin, 
alkaline phosphatase, and blood urea. The flocculation tests 
were, however, now abnormal. Leptospiral agglutinations 
were negative. 

She was discharged from hospital six weeks after admission, 
and when last seen, six weeks later, was feeling perfectly well, 
had gained weight, and had returned to all her household duties. 
Nothing abnormal could be demonstrated by physical examina- 
tion. Serum flocculation tests were markedly abnormal ; the 
thymol and zinc sulphate turbidities were respectively 7 and 16 
units, and the thymol and cephalin flocculations were each 
++++. 

Discussion 

In five consecutive cases of severe liver disease there has 
thus been only one death. The expected mortality was 
much higher. Even the patient that died recovered from 
her coma. Her eventual death was in some measure due to 
a superadded infectiongand possibly to the fact that she did 
not receive the full regime. 

Those patients who recovered have been observed for 
periods of up to one year. The most remarkable fact has 
been the degree of recovery they apparently achieved. After 
a preliminary period of weakness, lasting about a month 
and associated with fairly easy fatigue and swelling of the 
ankles, there has been a gradual return to apparently nor- 
mal health. Three of the patients have remarked spon- 
taneously on the great subjective improvement that occurred 
during the first few days of treatment. One now claims 
she feels better than she has done for years. 

It is interesting to note that three of the patients developed 
a macrocytic anaemia during their-stay in hospital. In one 
instance (Case 5) normoblasts were found in the peripheral 
blood. 

It is felt that no apology need be made for the poly- 
therapy. The liver is, after all, a highly complex organ, 
and it would be presumptuous to assume that any single 
substance could bring about its recovery from severe disease. 

It might well be suggested that those cases that recovered 
would have done so spontaneously.. Most medical. men of 
some experience will remember having seen or heard of at 


least one case of severe liver disease which did not have the 
expected fatal outcome. It is extremely unlikely, however, 
that the recovery of four out of five consecutive cases would 
be unrelated to treatment. In this connexion it has already 
been mentioned that death occurred in each of six similar 
cases seen by me. In fact, this latter group may be regarded 
as a control series, as similar diagnostic criteria were used. 
It must be emphasized that all the cases that recovered 
showed at some stage the clinical picture of so-called “ acute 
yellow atrophy.” They all had gross amino-aciduria, which 
is known to be associated with a very grave prognosis 
(Dent, 1949). 

Liver disease of acute onset and of great severity is 
fortunately relatively uncommon in this country. The cases 
herein reported have been seen over a period of three years. 
This work was done in a hospital which serves an extensive 
area and so a relatively large number of cases were seen 
in that time. The absolute number is, however, somewhat 
small, and for this reason it would perhaps be wise to 
restrain one’s enthusiasm. The results of therapy have 
proved so remarkable that it is hoped that others will adopt 
the same regime in similar cases and so help to arrive at a 
final assessment of its value. 

In conclusion, it should be pointed out that this form 
of therapy may also be used prophylactically after surgical 
operations on patients with severe liver impairment. These 
are notoriously bad surgical risks. The regime has already 
been successfully applied in two such cases. 


Summary 
A regime for the treatment of severe liver disease of acute 
onset is described. . 


Five cases have been treated, with only one death. 

In contrast, six cases treated with cystine intravenously 
showed 100% mortality. 

Two further cases have been successfully treated prophy- 
lactically after surgical intervention. 


I am much indebted to various colleagues on the staff of the 
Royal Victoria Infirmary, Newcastle-upon-Tyne, for giving me such 
free access to their patients. 
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The Ministry of Supply has recently given details of a new 
product from the Harwell atom pile which may take the place 
of radium in the treatment of some skin diseases. This is Ir**’, 
an isotope of the metal iridium. To make Ir”, iridium is 
“ cooked” inside the atom pile for three months. It is then 
ready for clinical use, although after a month it must be 
returned for further treatment inside the pile. The new isotope 
is not only cheaper and more plentiful than radium—it costs 
£12 to hire one dose for four weeks—but, because the radia- 
tion it emits is less powerful than that of radium, it can be 
used for treating skin disorders without danger of harming 
the bone structure underneath the skin. For the same reason 
very much less lead screening is required to shield the operator, 
and the equipment which houses the isotope .is-simpler and 
less expensive than radium appliances: 


Se 


eres 


a 


Se 


ote 


Site Na Anat sz 


PE Bhatt ES 


AE. REIL ss IAS GE 
Ss 1 — 


5 i Paes 


oats 


Daa Shoe 


Beak 8 ee eee a 


i 
i 
} 
i 
‘ 
i 
i 
q 
i 
‘ 
il 
i 
il 
it 
¢ 
: 
j 
| 
q 
P| 
3 





ee 


TN em ee 


bor Shere 





752 Serr. 30, 1950 


OBSTRUCTION OF INFERIOR VENA CAVA 





THE SYNDROME OF OBSTRUCTION OF 
INFERIOR VENA CAVA IN CHILDHOOD 


BY 


HARRY ANGELMAN, M.D., M.R.C.P., D.C.H. 
E. G. HALL, M.B., Ch.B., B.Sc. 


AND 


R. SPENCER, M.B., Ch.B., B.Sc., F.R.C.S.Ed. 
(From the Department of Child Health, University of 
Liverpool) 


Obstruction of the inferior vena cava is uncommon at any 
age, but in children its incidence, especially when develop- 
mental in origin, is notably rare, and diagnosis in the early 
stages presents difficulties. Three cases are here described, 
all showing the same syndrome, although in one of them 
the obstruction was shown by venography to be in the 


_ femoral and iliac veins. 


Case 1 


A girl aged 4 years 10 months attended the out-patient depart- 
ment in March, 1949. Her parents had noted the development 
of enlarged veins over her abdomen when she was 18 months 
old, a few months after she had begun to walk. At the age 
of 34 years a dilated vein became apparent along the inner 
side of her right leg. It was thought that the affected veins 
were increasing slowly in size ; they were most noticeable when 
she laughed or cried. Apart from some nocturnal enuresis 
which had been present since infancy, no other abnormal 
features had been noted. She never became cyanosed, and 
did not lag behind other children in taking exercise. Her 
parents had taken her to hospital when she was 2 years old 
to obtain advice about the large veins, but no special treatment 
was recommended. 

Her mother, a diabetic of 20 years’ standing, was admitted 
to hospital during the fourth month of her pregnancy and 
remained there until fit to return home after delivery. No 
clinical details were obtainable from the hospital, but she said 

~ 











Fic. 1.—Case 1. Infra-red photograph of the superficial collateral 
venous in. 


Fic. 2.—Case 2. Photograph of child after admission to hospital: 
oem evident, but the veins on the abdominal wall do not 
ow. 


that the baby had been born five weeks prematurely after she 
had been four days on the labour bed ; and she had been given 
a spinal anaesthetic during the prolonged course of the labour. 
She did not see her baby until it was 3 weeks old, and at that 
time it looked healthy. The umbilicus was clean and healed. 
The weight at birth was not known, but at 5 weeks the infant 
weighed 6 lb. 9 oz. (3 kg.), and she was discharged from hospi- 
tal at the age of 2 months. Various types of milk food were 
tried, as there was a tendency to vomit after feeds. The 
developmental history was normal, and the previous illnesses 
were rubella when 4 years old, and measles five weeks before 
the present observations. The father was quite well and there 
were no other children. 

On examination the child was found to be lively and active 
and her weight was normal. Her mucous membranes were of 
a healthy pink colour. Dilated superficial veins were present 
over the lower part of her chest and especially over the 
abdominal wall, mainly on the lateral aspects, but there was 
no caput medusae (Fig. 1). The right medial saphenous vein 
was dilated, but not markedly so. Slight pitting oedema was 
present in the legs, below the knees. The blood flow in the 
dilated veins was from below upwards and they increased in 
size and tension when she strained and held her breath. The 
muscles of her calves, thighs, and buttocks were hypertrophied 
and powerful. Her heart and lungs were normal, and no mass 
could be palpated in her abdomen or pelvis. 

She was admitted to hospital for further investigation. Her 
urine was free from albumin, cells, or casts. The Wassermann 
reaction was negative. A plain radiograph of her abdomen 
and an intravenous pyelogram were both normal, as were @ 
full blood count, including bleeding and clotting times, and 
an electrocardiogram. A venogram was considered, but the 
admittedly slight risk involved in the procedure was not 
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Fic. 3.—Case 2. Post-mortem photograph showing thrombosis in 
the inferior vena cava and rena! veins. 


considered justifiable since the parents were unwilling for any 
further investigation to be undertaken unless it would give 
help in treatment. Laparotomy was. ruled out, as a serviceable 
collateral anastomosis had developed and there was no question 
of any mass compressing the inferior vena cava. 


Case 2 


A female child aged 15 months was admitted to hospital 
with a provisional diagnosis of acute nephritis. Three weeks 
previously she had developed diarrhoea, which continued for 
five days, and during this period she had passed six to eight 
motions a day. Since that time she had remained rather list- 
less. One week before admission to hospital she was noted to 
have oliguria and some oedema of her feet. Her previous 
history revealed that she was born one month prematurely, her 
birth weight being 5 lb. 6 oz. (2.4 kg.), but her subsequent 
progress had been normal and free from incident. 

On examination she appeared pale and puffy. There was 
marked oedema of both legs and of the abdominal wall below 
the umbilicus (Fig. 2). The superficial veins over the abdominal 
wall were prominent and their blood flow was from below 
upwards. The blood pressure was 145/95 mm. Hg. Her urine 
was loaded with albumin, containing a moderate number of 
red cells and occasional leucocytes, with some granular and 
hyaline casts. A blood count showed: haemoglobin, 9.4 g. 
per 100 ml. (Haidane); white cells, 13,200 per c.mm., with a 
slight excess of polymorphs. The blood urea was 38 mg. 
per 100 ml., and the total serum protein 4.4 g.%, with albumin 
2.7 g.%. 

A week after admission the right kidney was felt to be 
enlarged, and a few days later the left kidney could also be 
palpated. The oedema persisted and later involved the face 
and arms. The retinae remained quite normal. Urinary 
examination on several subsequent occasions showed the 
presence of albumin, moderate numbers of red cells and 
leucocytes, but no casts. The blood urea eventually rose to 
56 mg. per 100 ml., and a later blood count showed: haemo- 
globin, 8.9 g. per 100 ml.; red cells, 3,000,000 per c.mm. ; 
white cells, 36,600 per cm. A few days before she died 
some purpuric spots appeared on the abdominal wall, and an 
empyema developed in the right side of her chest. 

At necropsy the whole length of the inferior vena cava, both 
renal veins, the left lateral sinus, and some branches of the 
pulmonary arteries were all found to be thrombosed. The 
thrombosis of the inferior vena cava extended from its origin 
in the abdomen right up to its entrance into the right auricle 
(Fig. 3). * Extensions of the clot ran into but did not occlude 


the main hepatic veins. Above the renal veins it was firm, pale, 
dry, and retracted, and appeared to be of more recent origin 
than the clot in the lower third of the vessel. Both kidneys 
were slightly enlarged, but of normal appearance on cross- 
section, and histologically showed organizing thrombus, with 
recanalization at some sites in occasional arcuate veins. The 
large veins at the hila of the kidneys were of similar micro- 
scopical appearance, several showing extensive deposits of 
calcium. The thrombi in the main renal veins, lateral sinus, 
and lower third of the vena cava were apparently of the same 
age histologically. The thrombi in the branches of the pul- 
monary artery were also old and showed calcium deposition. 
Thus it seems that the initial thromboses occurred in the smaller 
branches of the renal veins. It is possible that the thrombosis 
in the branches of the pulmonary artery was superimposed on 


emboli. 
Case 3 


A girl aged 6 years 4 months was admitted to hospital in 
December, 1949, as the school medical officer had noted the 
presence of enlarged veins over the lower part of her abdominal 
wall during the course of a routine medical inspection. The 
enlarged veins had been present for three years and had caused 
her no inconvenience. There had been no swelling of her feet 
and no urinary symptoms. She led a full and active life 
without any undue distress on physical exertion. 

Inquiry into her past history revealed that delivery had been 


- normal and that she had been breast-fed up to the age of 


7 months. When 14 months old she had been admitted to 
hospital because of a skin rash which involved the hands and 
feet. No diagnosis of the rash had been made, but while in 
hospital gastro-enteritis developed and an intravenous drip was 
set up in the right saphenous vein at the ankle. There was a 
history of a slight convulsion during this treatment, but she was 
later discharged from hospital quite well. At the age of 4 years 
7 months she was admitted to hospital for febrile convulsions 
associated with pneumonia. Nine months later she was re- 
admitted with febrile convulsions associated with respiratory 
infection. It was soon after this latter illness that the enlarged 
abdominal veins were first noted. 

Her mother suffered from pernicious anaemia, but her father 
and two sisters were in good health. The older members of 
the family were all liable to varicose veins. 

On clinical examination the patient was noted to be a 
well-developed girl for her age. The abdomen was slightly 
prominent in the hypogastric region, and over the same area 
dilated superficial collateral veins were to be seen (Fig. 4). 
A large vein was visible arising from the region of the femoral 
canal on the left side, but there were no dilated veins in the 








Fic. 4.—Case 3. Infra-red photograph showing superficial venous 
collateral circulation. 
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Fic. 5.—Case 3. Venogram, right side: this shows a normal 
picture. The left margin of the inferior vena cava is not entirel 
clear-cut, but this is probably due to displacement of the pyelosil 
by blood flowing in from the left common iliac vein. 


legs. It was not possible to demonstrate the direction of the 
blood flow ; strenuous exercise made the veins stand olt a little 
more prominently, but no oedema of the legs followed. The 
remainder of the clinical examination revealed no abnormality. 

Her blood count, blood urea, urinary examination, and 
urea-clearance test were all normal, and liver-function tests, 
including thymol turbidity and flocculation, colloidal gold, 
alkaline phosphatase, and serum bilirubin were also normal. 
It was decided to do a venogram. 

Technique.—A sedative was given pre-operatively. The right 
femoral vein was exposed in the inguinal region, using local 
analgesia, and care was taken not to cut or damage any 
tributary veins. Then 15 ml. of 50% “ pyelosil” was injected 
into the femoral vein in 15 seconds, and radiographs were taken 
at 5, 10, and 15 seconds from the beginning of the injection. 
An identical technique was used on the left side some days 
later. The left femoral vein was difficult to identify and to 
inject, as it was considerably thickened (see Figs. 5 and 6). 


Discussion 

Pleasants (1911) wrote a comprehenfive report on 
obstruction of the inferior vena cava, which should be read 
by all interested in the subject for its detailed discussion of 
pathology. In dealing with the subject of congenital 
obstruction he mentions eight reported cases and includes 
one case of his own, but in only two instances was the 
developmental origin confirmed at necropsy. In the first 
(Cavasse, 1897), the vena cava below the renal veins was 
represented by a small fibrous cord, not connected with 
the veins of the legs but with a free ending at the level 
of the aortic bifurcation. The right femoral vein ended 
as a free fibrous cord just above the entrance of the 
saphenous vein. The patient died at the age of 54, a super- 
ficial collateral venous circulation not being evident until 
two years before his death. The clinical history of this 





case is in accord with the fact that dilated superficial veins 
do not appear unless other deep veins additional to the vena 
cava are obstructed. In the second case (Meyer, 1903) the 
patient was a youth aged 18 who died of erysipelas. At 
necropsy the upper part of the inferior vena cava at the 
level of the diaphragm and the superior vena cava above 
the entrance of the great azygos vein were obliterated, only 
fibrous remnants of the vessels remaining. The entire 
venous circulation was returned to the heart through the 
great azygos vein. 

Four of the remaining cases were considered by 
Pleasants to be due to thrombosis occurring at or before 
the time of birth. The other three patients were all males, 
their ages being 17, 27, and 30 years. None of these patients 
had any history of an acute illness in the first few years 
of life, but in all the enlarged superficial veins had been 
noted in infancy. They all had varicose ulcers on their 
legs, but oedema was not evident. 

One can postulate from the clinical findings that Case 1 
has an obstruction not only of the inferior vena cava but 
also of the deep venous collaterals, as indicated by the 
presence of enlarged superficial veins in the abdominal 
wall. The finding of normal kidney function and absence 
of albuminuri& probably places the lesion below the level 
of the renal veins. The oedema of the legs on exertion 
and the presence of a dilated right internal saphenous vein 
suggest that the iliac veins have been involved. No caput 
medusae is present, the enlarged veins are situated mainly 
on the lateral aspects of the abdominal wall, and neither 
ascites nor jaundice has been noted. The widespread 
occlusion of deep veins in this case must almost certainly 
be due to thrombosis, but there is no clue to why it occurred 
in early life. 

















Fic. 6.—Case 3. Venogram, left side: the femoral vein cannot 
be seen. The width of the external and common iliac veins is reduced 
and their outline is irregular. Dilated tortuous collateral veins are 


well shown. 
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It is rare for thrombosis of the inferior vena cava to 
present with a clinical picture of nephritis. Derow et al. 
(1939) have reported a case similar in many respects to 
Case 2, but the tempo of its course was slower. It con- 
cerned a boy aged 15, who, after an initial attack of nausea, 
vomiting, and anorexia, experienced pains in the costo- 
vertebral region. His urine contained albumin, some red 
and white blood corpuscles, and casts. He later developed 
oedema of his legs and ascites, and his blood proteins were 
low, with reversal of the albumin/globulin ratio. Enlarged 
veins then appeared on the front of his abdomen and chest. 
He died 22 months after the first symptoms had appeared, 
and necropsy revealed extensive thrombosis of the inferior 
vena cava, renal veins, portal veins, and proximal parts of 
the mesenteric veins. Some recanalization of the throm- 
bosed portions of the affected vessels was present. 


It is known that thrombosis of the inferior vena cava 
usually starts in the lower third and spreads upwards. It 
is‘rare for the clotting to begin in the renal veins and. then 
spread to the vena cava. Accounts have been written of 
primary renal venous thrombosis in infancy by Morison 
(1945) and Fallon (1949), but in none of their cases was 
the vena cava involved. It is difficult to state the true 
reason for thrombosis occurring in this case. Dehydration, 
marasmus, and sepsis have all been postulated as causes, 
but there must be some other factor, otherwise the condi- 
tion would occur much more frequently. 


Case 3 is one of partial obstruction of the left common 
femoral and iliac veins, but it is included in this article to 
exemplify the difficulty of differential diagnosis. Without 
the help of a venogram the diagnosis would have remained 
one of obstruction of the inferior vena cava. Keller (1949) 
has reported a case of deep venous thrombosis occurring 
at the junction of the right femoral and saphenous veins 
in a male infant. The infant’s grandfather forcibly com- 
pressed the upper parts of the legs while holding him during 
a ritual circumcision. The obstruction in the femoral vein 
was demonstrable as a filling defect in the venogram. 
Again, it is difficult to state the cause of the thrombosis in 
Case 3. If it had been present on the right side one would 
have tended to blame the intravenous drip. It is true that 
thrombosis spreads over from one common iliac vein to 
that on the other side, but the right common iliac vein 
in this case shows a normal outline in the venogram. 


In view of the fact that a venogram was not done in 
Case 1, criticism might be levelled at the diagnosis. How- 
ever, the superficial veins are so markedly dilated and 
extensive over the abdomen and chest that it is justifi- 
able to assume that the inferior vena cava has been 
involved. 

Obstruction of the inferior vena cava sounds a 
catastrophic event, but judgment of its gravity has been 
coloured by the fact that it is so often associated with 
diseases which of themselves may be fatal. Shattock (1913) 
described the case of Dr. W. Rivers Pollock, who, 
while a student at Cambridge, won the 120 yards hurdle 
race against Oxford. He held his breath all the time he 
was running, and while lying on the grass after the race 
he noticed a pain in his back. Oedema.of the legs and 
lower part of the trunk soon followed, and a few days later 
dilated veins appeared on his legs and abdominal wall. His 
urine contained albumin. This occurred when he was 
24 years old, but he lived for a further 25 years and spent a 
busy life in obstetric practice. At necropsy the inferior 
vena cava was found to be a flat ribbon-like structure from 
the hepatic veins downwards, both renal veins being 
occluded at their junction with the vena cava. 


Another case of thrombosis of the inferior vena cava 
following exertion has been described by Foster, Brouwer, 
and Kurtz (1941), while Keen (1940) has described a case 
of thrombosis of the inferior vena cava, discovered in a 
dissecting-room subject aged 71. The former patient led 
a quite strenuous life, while the latter was not known to 
have suffered any disability attributable to caval obstruc- 
tion. Nylander (1941) has for seven years observed a boy 
aged 9 who developed thrombosis of the inferior vena cava 
following osteomyelitis of the pelvis, and found his 
development to be quite normal. 

We have felt justified in giving a good and hopeful prog- 
nosis to the parents of Cases 1 and ‘3, and the children’s 
activities have not been restricted. It is possible that later 
in life, if pregnancy occurs, the condition might be aggra- 
vated by pressure of the gravid uterus on the deep collateral 
veins. Varicose ulcers may also be a troublesome feature 
in later years. The child described in Case 1 realizes that 
the appearance of her abdomen differs from that of her 
playmates, but so far it has not caused any psychological 
difficulties and she plays happily amongst other children, 
even when the prominent veins are in full view. 


Summary 


Two cases of obstruction of the inferior vena cava and one 
case of obstruction of the right common femoral and iliac veins 
are described in children. One patient has died, but the other 
two continue symptom-free and in good health. The subject is 
briefly reviewed. 


We wish to thank Professor Norman B. Capon for permission to 
publish Case 1 and for his guidance in the preparation of this article. 
We also thank Dr. John D. Hay for his valuable help. Thanks are 
due to Dr. W. E. Crosbie, medical superintendent, Alder Hey 
Hospital, for permission to publish Cases 2 and 3, and to Mr. R. R. 
Green for the clinical photographs. 
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The progress made in the provision of special schools for 
handicapped children since the end of the war were given 
recently by Mr. George Tomlinson, the Minister of Education, 
who was speaking in Manchester at a conference of the Special 
Schools Association. He said that local education authorities 
had provided 121 new special schools during the iast five years, 
90 of them boarding schools. As a result, the number of 
children in special schools had increased in the last four years 
from 38,500 to over 47,000. Authorities had also opened 47 
boarding homes for about 1,000 children and in addition were 
providing home tuition for another 1,000 children. They were 
making increasing use of independent special schools when 
places in their own schools were not available: about 600 
handicapped children were being provided for in this way. 
The supply of teachers for special schools had kept pace with 
the increase in the number of handicapped children provided 
for, and there had been an increase of over 30% in the number 
of such teachers during the last 44 years. Mr. Tomlinson 
agreed that there were shortages of special-school accommoda- 
tion for nearly all categories of handicapped children. The 
provision of new special schools had to compete with the pro- 
vision of schools for normal children, but he thought local 
education authorities were doing a good job of work. 
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SOME UNUSUAL BUT INSTRUCTIVE 
SURGICAL EMERGENCIES 


BY 
H. D. MOORE, F.R.C.S., F.R.C.S.Ed. 


Surgical Tutor, the General Infirmary, Leeds 


If the cause of acute symptoms is clear, proper treatment 
is begun without delay, including, if necessary, a well-placed 
incision. Only too often, however, the diagnosis is in doubt 
even in common conditions ; and in uncommon ones the 
delays and difficulties are obviously increased. 

The delays which occur are shown by the following eight 
cases, only two of which were admitted to hospital within 
twelve hours of the onset of the symptoms, two being 
delayed for two days, two for three days, one for seven 
days, and one for ten days. The difficulties in diagnosis 
are seen in the case reports which follow, and in the litera- 
ture : for instance, in strangulation of the stomach in a 
diaphragmatic hernia operation is commonly delayed until 
gangrene has occurred (Warren, 1919), in biliary peritonitis 
a wrong diagnosis is usual (Fifield, 1926), and in strangula- 
tion of gut through a hole in the greater omentum a correct 
diagnosis has not been reported. 

The following histories, with a brief discussion of the 
literature, are therefore presented in the hope that they may 
help in the diagnosis and treatment of future cases. 


Strangulated Diaphragmatic Hernia 
Case 1 

A boy aged 16 was admitted on December 16, 1949, com- 
plaining of central abdominal pain, vomiting, and constipation 
for 10 days. His vomiting, which had occurred several times 
each day, consisted only of small amounts of greenish fluid ; 
but his abdomen had become increasingly distended and he 

had passed neither faeces nor flatus for five days. 


In June, 1949, he had had a similar attack lasting for three 
days, accompanied by pain in the left shoulder, but this attack 
had been mild and its history was not elicited until later. At 
the age of 16 months he had had a thoracotomy at the Radcliffe 
Infirmary, for a left-sided empyema, and it was noted at the 
time that the tube was low and did not drain well. He had 
otherwise been in good health with normal appetite and bowel 
actions. 

On examination (T. 98° F.—36.7° C.; P. 100; R. 20) his 
tongue was moist, his skin elastic, and he did not look ill, but 
his abdomen was very distended, with “ladder patterns” of 
bowel and visible peristalsis. There was a scar 24 in. (6.25 cm.) 
long in the left ninth intercostal space in the posterior axillary 
line. No other abnormality was found in the chest or elsewhere. 

A plain radiograph of the abdomen and chest showed gross 
small-bowel dilatation and fluid levels, the stomach below 
the diaphragm in its normal position, and a small loop of 
bowel with a fluid level within the chest, in a postero-lateral 
position. 

Gastric suction and intravenous fluids were begun and the 
abdomen was opened through an upper left paramedian inci- 
sion. It was found that the splenic flexure of the colon had 
entered a diaphragmatic hernia to the left of the oesophagus 
and was tightly held, but the exposure was inadequate because 
of the distended gut. The incision was therefore continued 
across the rectus and into the tenth intercostal space, and the 
diaphragm was divided as far as the hernia, the procedure being 
extrapleural. It was then seen that omentum as well as gut had 
herniated and that the omentum was adherent to the sac, which 
was not lined with peritoneum. The omentum was divided, the 
gut was reduced and found to be viable, and the diaphragm 
and wound were repaired with continuous sutures of braided 
nylon. 


The boy’s condition caused some anxiety for 48 hours, but 
then became satisfactory and he went home on the eighteenth 
post-operative day. A barium meal and enema two months 
later showed no recurrence of the hernia. 


Case 2 


A woman aged 36, five months pregnant with her first child, 
was admitted as an emergency case on February 1, 1950. She 
had complained for one week of pain in the left hypochondrium 
through to the back, made worse by deep breathing, together 
with regurgitation of her food and slight shortness of breath on 
exertion. There were no other symptoms, but she had suffered 
from occasional attacks of epigastric discomfort and flatulence 
after meals for some years. 

On examination (T. 98° F.—36.7° C.; P. 102; R. 24) she 
looked well, and was not short of breath or cyanosed. Her 
trachea was to the right of the midline, the apex beat to the 
right of the sternum, and the left side of the chest moved less 
than the right. There was dullness at the left base and breath 
sounds were absent, but neither bowel sounds nor splashing 
were heard in the chest, and the abdomen showed no 
abnormality. 

Radiographs of the chest showed the heart displaced to the 
right and a large translucent area in the left side of the chest 
which, at first sight, appeared to be a cyst of thee lung; a 
barium meal, however, showed it to be stomach within the 
chest, but with the cardio-oesophageal junction and the pylorus 
in their normal positions. It is of interest to note that when 
the patient was lying flat and on her right side some air and 
barium passed on into the duodenum. 

On February 6 there was some lower abdominal pain and 
pain in the left shoulder; regurgitation of food continued. 
Next day the patient was retaining no food, so that laparotomy 
was decided upon. 

Upon opening the abdomen a localized collection of pus 
and barium was found around a perforation of the cardio- 
oesophageal junction at the point where it was compressed 
by the hernial orifice in the diaphragm. The perforation was 
repaired, a tube was put down to the area, and a jejunostomy 
was done, but her condition was unsatisfactory after the opera- 
tion. She miscarried on February 10 and died on the 13th. 

Post-mortem examination revealed a diaphragmatic hernia, 
about 3 in. (7.5 cm.) in diameter, to the left of the oesophagus, 
and through it had passed almost the whole stomach, the splenic 
flexure of the colon, and the spleen. The stomach and colon 
were tightly compressed by the margins of the hole in the 
diaphragm, and there was an area of necrosis of the stomach 
at the site of the perforation (presumably from pressure of 
the hernial margin) and some blackening of the colon where 
it passed through the ring. There was no peritoneal lining to 
the hernial sac, which occupied two-thirds of the left side of 
the chest. 


Comment on Cases 1 and 2 


In the diagnosis of Case 1 it was obvious that there 
was a low intestinal obstruction, but its origin was not 
at first clear, although the thoracotomy wound had been 
observed. That a diaphragmatic hernia might follow 
thoracotomy in infancy was not considered until the x-ray 
films had been seen ; and the case illustrates not only the 
possibility of such a hernia but the value of a plain radio- 
graph of the abdomen, including the lower chest, in all 
cases of intestinal obstruction. 

The actual cause of the hernia must remain doubtful. 
Bryan (1921) and Harrington (1948) state that a diaphrag- 
matic hernia may follow an empyema or the use of 4 
drainage tube near the diaphragm, but quote no cases ; nof 
has it been possible to find cases reported. It seems more 
probable that the diaphragm was injured at the time of 
operation, because it was noted that the tube was very low 
in the chest and never drained properly ; and it is 
known that injuries to the diaphragm heal badly. Indeed, 
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Guthrie (1855) stated that they never heal, although this 
has been shown to be incorrect (Greig, 1919; Meyer, 
1919). 

Case 2 illustrates one way in which a diaphragmatic 
hernia may present—that is, with repeated vomiting with- 
out other symptoms and with signs in the chest which are 
not obviously due to the presence of gut (Gaudier and 


Labré, 1918) and in which the x-ray findings at first sight - 


suggest a pulmonary lesion or a raised diaphragm (Carter 
and Giuseffi, 1948). 

I have been unable to find reports of any cases of intra- 
peritoneal perforation of the stomach at the diaphragmatic 
ring, presumably from pressure necrosis, but Gaudier and 
Labré record a case which ended fatally from repeated 
haematemeses and was found at necropsy to have bled 
from an ulcer. The ulcer was on the lesser curvature of 
the stomach, most of which had herniated through the 
diaphragm into the chest, and was at the site of the firm 
diaphragmatic ring and away from the usual ulcer sites ; 
the authors considered it to be due to the pressure of the 
ring. : 
Those diaphragmatic herniae which come to the surgeon 
as emergencies (Astley Cooper, 1804; Guthrie, 1855; 
Gaudier and Labré, 1918; Warren, 1919; Bryan, 1921 ; 
Harrington, 1948 ; Carter and Giuseffi, 1948 ; Borrie and 
Foreman, 1948) are usually the result of penetrating 
wounds, but congenital herniae and those resulting from 
crushing injuries also strangulate. The injury is nearly 
always on the left side, and most of the traumatic herniae 
which strangulate do so within three years of wounding, but 
may do so many years later. Even those on the right 
may obstruct (Astley Cooper, 1804), 

Most of these patients have had no warning of impending 
trouble and are in good health at the time of strangula- 
tion ; but about one-third have had premonitory symptoms, 
and many of these are in poor condition from voluntary 
starvation because of pain with their meals and vomiting. 
These warning symptoms can be divided into four groups : 
(a) Abdominal, of which the chief are “ indigestion,” pain 
in the epigastrium and other regions, vomiting, and con- 
stipation ; (6) respiratory, such as dyspnoea on exertion or 
after meals; (c) cardiac, such as palpitations and pre- 
cordial pain ; (d) recurrent fever. Many of these patients 
have been treated as malingerers or have had a previous 
operation without any relief of their symptoms. 

The actual obstructive attack is usually brought on by 
straining, coughing, or a meal. It is heralded by colic or 
upper abdominal pain which may radiate to the shoulder, 
and by vomiting ; and it is well to bear in mind that these 
cases may present in two ways—the one being as an 
ordinary intestinal obstruction (Case 1), and the other as 
a strangulation of the stomach characterized by frequent 
vomiting and a flat empty abdomen (Case 2). Other signs 
may be entirely absent (Case 1), or may consist of dullness 
and diminished movement of the left side of the chest, with 
an apex beat which is displaced to the right (Case 2), and 
perhaps bowel sounds or splashing in the thorax. If the 
strangulation has lasted long enough, as is common because 
of the difficulties in diagnosis, there will be a sero- 
sanguineous effusion in the chest cavity, sometimes in large 
quantities, with dyspnoea, cyanosis, and tachycardia, which 
are apt to lead to a diagnosis of a purely pulmonary 
lesion. 

The x-ray findings may consist of a heart displaced to 
the right, obvious bowel or stomach in the chest, or an 
apparently raised diaphragm or of appearances as in Case 2. 
If the effusion is big enough it may mask the underlying 


lesion. And, finally, the patient may be so ill that an 
x-ray examination is not attempted. 

Treatment is operative. Conservative measures always 
result in death, as is so well described by Guthrie; but 
even with operation, unless undertaken very early, the 
prognosis is poor. 

The incision can be abdominal (Harrington advises one 
parallel to the costal margin for the left side), which is 
most satisfactory if the bowel is not distended and if the 
liver is mobilized by division of the left triangular liga- 
ment ; it can be thoracic, which is necessary on the right 
and good on the left because the contents of the hernia 
are usually adherent to the margins of the opening in the 
diaphragm or to the praecordium or chest wall, although 
it has the disadvantage, particularly if resection of gut is 
needed, of opening the pleura (but it is necessary to remem- 
ber that the pleural cavity will usually communicate with 
the abdomen when the gut is withdrawn, whatever incision 
is used) ; or it may be abdomino-thoracic, which gives good 
exposure and can remain extrapleural, as in Case 1. 


Biliary Peritonitis 
Case 3 

A man aged 59 had on the morning of December 7, 1948, 
an attack which his doctor diagnosed as acute cholecystitis. 
He was admitted on the evening of the 9th with a temperature 
of 101° F. (38.3° C.), pulse 120, and respirations 30 a minute. 
He was ill, with a dry tongue and lax skin and an obvious 
generalized peritonitis, which was thought to be arising from 
a ruptured empyema of the gall-bladder, although there were 
no localizing signs. He was not jaundiced. 

Gastric suction, intravenous fluids, and chemotherapy were 
begun, and the abdomen was opened when his condition ‘was 
a little better. The gut was found to be reddened and distended 
and there was much free bile in the peritoneal cavity. The gall- 
bladder, cystic duct, and common bile duct were thick and 
oedematous as far as the foramen of Winslow, where there was 
a hole 1 cm. in diameter in the common duct ; below this the 
duct felt normal. No stones were found in the gall-bladder or 
ducts, or lying free; nor was there any localization of the 
perforation or of the bile by adhesions or omentum. The gall- 
bladder, which contained bile of normal appearance, and the 
common duct were drained. 

Progress was not satisfactory, and on December 18 an upper 
intestinal fistula developed. On December 24 his abdomen 
burst. The leaking bowel presented and was found to be 
jejunum ; this was repaired. On January 8 the wound burst 
and was again repaired, and on January 17 the patient died. 


Case 4 

A woman aged 62 was admitted as an emergency on 
February 24, 1949 (T. 97.4° F.—36.3° C.; P. 70; R. 20). 
Her history and physical findings were suggestive of acute 
cholecystitis of some 12 hours’ duration, and she had suffered 
for some years from “ indigestion” and flatulence after meals, 
especially with fatty foods. 

Six hours later her pain was more severe and was generalized, 
as was her tenderness, and there was some distension of the 
abdomen ; but her general condition, pulse, temperature, and 
respiration rate were unchanged. She clearly had a generalized 
peritonitis, but the normal temperature and pulse and the 
lack of toxicity made its origin doubtful, as it was not realized 
at the time that a biliary peritonitis can present in this way. 

Her abdomen was opened and was found to contain much 
normal-looking bile, of which 20 oz. (568 ml.) was aspirated. 
There were a few adhesions between the gall-bladder and 
duodenum, but a close examination of the biliary system 
revealed no other abnormality. No site of biliary leak could 
be found. 

Drainage of the gall-bladder was decided upon, and it seemed 
reasonable to do this internally rather than externally. A 
cholecyst-jejunostomy was therefore done. 
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Her post-operative course was uneventful and she was dis- 
charged on the seventeenth post-operative day. She has 
remained well up to the time of writing—more than a year 
later. 

Case 5 

A man aged 79 was admitted as an emergency on October 4, 
1949 (T. 99° F.—37.2° C.; P. 80; R. 25), with an obvious 
generalized peritonitis and faint jaundice. His pain had begun 
48 hours and his jaundice seven to eight days before admission. 
He was cyanosed, with gross venous congestion, and had a 
history of precordial pain with effort for some years, and 
breathlessness and swelling of the feet for one year. There 
was no past history suggestive of cholecystitis. 

On opening the abdomen free normal-looking bile was found 
and some 25 oz. (710 ml.) sucked out. The gall-bladder was 
red, thickened, and distended, with one or two blackened areas 
but no perforation. No site of leakage was found, but the 
examination was cursory because of the patient's general condi- 
tion. The gall-bladder, which contained bile normal in appear- 
ance and no stones, was drained and a second tube put into the 
region of the common duct. 

The patient’s cardiac condition remained precarious, and he 
died on the fifth post-operative day from heart failure. 

Necropsy revealed no perforations in the biliary system ; 
but there were several stones in the common bile duct, and 
gross myocardial degeneration. 


Comment on Cases 3-5 


Free escape of bile into the peritoneal cavity from per- 
foration of an inflamed gall-bladder or bile duct (Case 3) 
is not only rare but a most serious affair. McWilliams 
(1912) found it to occur in only 0.9% of over 3,000 opera- 
tions on the biliary system. ,In 90% of these the gall- 
bladder had perforated, and half of the patients died, but 
of those operated upon within 12 hours, with drainage of 
the gall-bladder and its site or with cholecystectomy, only 
15% perished. The diagnosis of these cases can be most 
difficult, as is shown by 28 cases from the London Hospital, 
reported by Fifield (1926), of which 4 were diagnosed 
as intestinal obstruction, 3 as perforated peptic ulcer, 2 
as high appendix abscess, and only 9 as acute chole- 
cystitis ; the rest were described as peritonitis of unknown 
origin. 

In contrast to the severity of an infected biliary peri- 
tonitis is the escape of sterile bile as the result of an injury. 
Numerous cases have been reported and discussed 
(Ricketts, 1905; Wangensteen, 1926; Mentzner, 1934). 
These patients survive in good health for days or weeks, 
but they finally al! die unless the bile is removed by 
frequent tappings or operation. 

To complete the discussion of biliary peritonitis from 
an obvious source, it is of interest to mention post-operative 
leakage. Such a leak is usually harmless, but it can be a 
most serious matter. Cases described by Douglas and 
Grey Turner (1940) and Lewis (1940) were characterized 
by much post-operative pain in the right hypochondrium, 
followed, some 12 hours later, by profound shock. Lewis’s 
case recovered rapidly when the collection of bile was 
drained ; the other did not rally enough for laparotomy, 
and died. 

Free bile in the peritoneal cavity without a perforation 
of the gall-bladder or bile ducts (Cases 4 and 5) is well 
recognized but is a rare and interesting phenomenon, and 
Case 4 is of particular interest because of the normal 
appearance of the biliary system (except for a few adhe- 
sions), and because the diagnosis could have been made 
from the rapid onset of peritoneal irritation and intestinal 
distension, without a rise in temperature and without the 
signs associated with.a.bacterial peritonitis. 


Both cases are of interest in that they seem to support 
the view of Buchanan (1918) and Stenson (1937), based on 
a review of some 40 cases from the literature, that biliary 
peritonitis cannot be explained on any one theory. Thus 
Clairmont and von Haberer (1910) showed that ligation 
of the common duct in dogs will cause a biliary peritonitis 
without a perforation, and described a case following 
obstruction of the common duct in man. They suggested 
that the rise of pressure and distension may allow filtration 
of bile from an apparently normal gall-bladder in some 
unexplained way ; but in Case 4 no obstruction was found, 
and certainly no distension of the gall-bladder or ducts. 
Blad (1917) suggested that, where there is obstruction of 
the ampulla of Vater, there may be a reflux of activated 
pancreatic juice into the gall-bladder, producing a digestion 
necrosis and permeability of its wall to bile, but without 
rupture (this can be produced experimentally in dogs). 
This theory would account very well for Case 5, but does 
not seem applicable to Case 4. 


In some cases there may be a small perforation which 
cannot be found, especially if it is retroperitoneal 
(Nauwerck and Liibke, 1913; Buchanan, 1918; Cope, 
1925). This is suggested by a case of Sohn’s (quoted by 
Stenson, 1937) in which a needle was put into the common 
bile duct to locate it during an operation unconnected with 
the biliary system. The field was dry at the end of the 
operation, but the patient subsequently died of a biliary 
peritonitis. At necropsy the hole in the common duct was 
found only with the greatest difficulty. This theory might 
account for both cases, but it is difficult to believe that a 
considerable escape of bile would occur without at least 
some distension of the gall-bladder. 


Finally, the leak may have occurred from rupture of a 
small duct on the surface of the liver (Buchanan, 1918; 
Smith, 1926), but no abnormality of the liver was seen, 
and the good result following cholecyst-enterostomy in 
Case 4 suggests that the leak was from the main bile duct 
system. Whether anastomosis of the gall-bladder to 
jejunum was a good idea remains to be seen, but the post- 
operative course was excellent, the patient has remained 
well for a year, and reports from the Mayo Clinic (Walters, 
Gray, and Priestly, 1948) and others (Peterson and Cole, 
1948) suggest that cholecyst-enterostomy is a satisfactory 


- operation. 


Herniation of Gut, with Strangulation, Through a Hole i 
the Greater Omentum 


Case 6 


A woman aged 86 was admitted on January 5, 1949, com- 
plaining of a constant pain in the epigastrium and right hypo- 
chondrium for six hours. She had vomited four times, and 
her bowels had not been opened for 24 hours, but she had been 
passing flatus. 


Her temperature was 97.6° F. (36.4° C.), pulse 89, and 
respirations 20 a minute, and she appeared to be neither ill 
nor distressed. Upon examination of her abdomen a tendef 
indefinite intra-abdominal lump, about 5 in. (12.5 cm.) i 
diameter, which moved on respiration and was freely mobile, 
was found to the right of the umbilicus. No other signs were 
observed. 

On the 6th her pain had gone and there was no further 
vomiting, but the mass was much more distinct. On the 7th 
she had a recurrence of pain, which was now severe. There 
was no vomiting and her temperature was 98° F. (36.7° C)), 
but her pulse had risen to 130 and her respirations to 30 4 
minute. Her abdomen was very tender to the right of the 
umbilicus, and rigidity of the abdomen rendered the lump 
impalpable. There was no distension. 
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Laparotomy was decided upon, and the abdomen was opened 
through a right para-umbilical incision. The intestines were 
not dilated. It was found that the greater omentum was 
attached in the region of the right internal inguinal ring (there 
was no hernia), and ileum had passed and strangulated through 
a hole in the omentum at the level of the umbilicus, forming a 
rounded mass. The gut was gangrenous; it was resected and 
end-to-end repair done ; the omentum was freed and the hole 
repaired. 

Her post-operative course was uneventful and she was 
discharged on the fourteenth post-operative day. 


Case 7 


A woman aged 53 was admitted on December 7, 1949, com- 
plaining of vague abdominal discomfort for some days and, 
beginning 20 hours before admission, severe central abdominal 
colic and vomiting. 

Some hours after the start of the severe pain she was seen 
by her doctor, who diagnosed acute cholecystitis and gave her 
4 gr. (16 mg.) of morphine and 1/100 gr. (0.65 mg.) of atropine. 
This relieved her for some hours, but the pain recurred. She 
was then given 50 mg. of pethidine every four hours until her 
admission. 

On admission her temperature was 98° F., pulse 100, and 
respirations 20 a minute. She was not in pain, but had a furred 
tongue, and there was localized tenderness and guarding over 
an area about 6 in. (15 cm.) in diameter to the right of the 
umbilicus. It was thought that an indefinite lump could be 
felt in this area, but the guarding made it difficult to be sure. 
The abdomen was flat. 

When the effects of the pethidine had worn off, her colic 
and vomiting began again and her tenderness became more 
generalized. Intestinal obstruction was diagnosed and the cause 
tentatively suggested. 

On opening the abdomen, conditions identical with Case 6 
were found (except that the bowel was viable). The contracted 
state of all the intestines was striking. The offending omentum 
was dealt with and her post-operative course was uneventful. 


Case 8 


A man aged 68 was admitted to the General Infirmary, Leeds, 
on July 2, 1950, complaining of generalized colicky abdominal 
pain and vomiting for three days. His bowels had not acted 
during this period, nor had he passed any flatus. He had 
noticed constant abdominal pain and tenderness for about 12 
hours, as well as the more severe spasms of colic. 

On examination the temperature was 98° F., pulse 80, and 
respirations 20. The patient looked ill and had a dry furred 
tongue. His abdomen did not move with respirations, and 
was very tender and rigid all over, with shifting dullness in 
the flanks. 

Rectal examination revealed a tense fluctuant swelling in the 
tecto-vesical pouch, which was considered to be distended gut. 
No other abnormal physical signs were found. 

Aspiration of the stomach and intravenous therapy were 
begun and the abdomen was opened. Much free blood-stained 
fluid was found, together with a tense segment of lower ileum, 
which had strangulated through a hole in the edge of the greater 
omentum and was lying in the pelvis. It was gangrenous and 
was resected, and a side-to-side anastomosis was done. The 
rest of the small bowel was only slightly distended. 

The patient’s post-operative course was uneventful, and he 
was discharged to a convalescent home on July 10. 


Comment on Cases 6-8 


Of the 25 cases of strangulation of gut through a hole 
in the greater omentum (22 listed since 1840 and three 
described above) all but three presented as typical acute 
intestinal obstruction of small bowel (Martzloff, 1930; 
Sanes and Postoloff, 1944; Hindmarsh, 1949). Of the 
12 case histories which were available, one (Curran, 1869) 
showed acute localized tenderness and hyperaesthesia over 


the strangulated gut. Four cases (Lisanti, 1899; Sanes 
and Postoloff, 1944; Hindmarsh, 1949; and Case 7) 
presented with a tender palpable mass which was the 
involved bowel. Two cases had definite localized signs 
(tenderness and hyperaesthesia, Martzloff, 1930; a tender 
lump, Case 6), although neither presented as an intestinal 
obstruction. These signs would be expected from the 
pathology, for when the gut passes through the omentum 
it lies just behind, and is indeed held in contact with, the 
anterior abdominal! wall, and when it becomes congested 
it should be palpable and must produce local irritation of 
the parietes. It should therefore be possible to suggest the 
cause of an acute intestinal obstruction of small bowel 
presenting with either of the above signs. 

Considering Martzloff’s case (where symptoms were 
present for at least nine days), Case 6, where a lump was 
present for at least two days before it finally strangulated, 
and Case 7, where the patient had had abdominal dis- 
comfort for some days before the final attack, it is evident 
that the bowel does not necessarily strangulate at once ; but 
in none of the cases described could it have been long 
through the hole, for in none was it adherent to the 


omentum. 
Summary 


Two cases of strangulated diaphragmatic hernia are 
described. These illustrate the two ways in which a strangu~ 
lated diaphragmatic hernia may present—that is, with or 
without premonitory symptoms,and with or without signs 
in the chest, and as either a typical intestinal obstruction or 
as an obstruction of the stomach with a flat, empty abdomen. 


Three cases of biliary peritonitis are recorded: one with a 
perforation in the common bile duct, and two with no demon- 
strable site for the biliary leak. 

The theories of causation, and the treatment, are briefly 
discussed. 

Three cases of herniation of gut, with strangulation, through 
a hole in the greater omentum, are reported. Such cases nearly 
always present as an acute strangulation of small bowel and 
often have localizing signs, so that a pre-operative diagnosis 
is possible. 


Cases 1-7 were admitted to the Radcliffe Infirmary, Oxford, and 
Case 8 to the General Infirmary, Leeds. I would like to thank 
Dr. A. M. Cooke and Mr. Elliot Smith for allowing me to include 
Case 2, and Mr. D. A. Abernethy and Mr. H. W. Symons for 
permission to treat the remainder and publish this report. 
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There are on record at least seven instances of spherocytic 
anaemia in which the haemolytic crisis occurred in a 
number of members of a family within a short interval 
(Murray-Lyon, 1935; Scott, 1935; Dedichen, 1937; 
Damashek, 1941; Lyngar, 1942; Horne ef al., 1945; 
Owren, 1948). We should like to present a series of 
four cases which occurred in a family of seven. 


Case 1 

Thomas C., aged 32, a zinc sprayer, on August 12, 1948, 
became giddy, had the “ shivers,” and went to bed. The next 
morning he awoke perspiring. He got up, but soon after 
developed dizziness and nausea. On the 14th his doctor con- 
sidered him to be a case of catarrhal jaundice. Next day the 
patient arose and nearly collapsed. He was then sent to the 
Smethwick Fever Hospital as a case of typhoid fever. When 
seen he complained of abdominal pain. He had noticed that on 
several occasions his urine was dark. 

On examination his temperature was 101° F. (38.3° C.), and 
pulse 80. The conjunctivae had an icteric tinge, and the spleen 
was enlarged and tender. Blood culture revealed no growth. A 
blood count on August 16 showed: red cells, 2,700,000; 
haemoglobin, 55% ; colour index, 1; white cells, 2,300 (poly- 
morphonuclears 50%); packed cell volume, 24% ; mean cell 
volume, 88 »*; mean corpuscular haemoglobin concentration, 
33%. The urine contained no urobilin. 

The patient was transferred to the General Hospital, Birming- 
ham, on August 19 under Professor Thomson. He was 
symptom-free and slightly icteric; the spleen was two finger- 
breadths below the costal margin; and his knee-jerks were 
diminished. Otherwise no abnormal physical signs were found. 
On the day of admission his blood count was as follows: red 
cells, 1,900,000 ; haemoglobin, 40% ; colour index, 1.06 ; white 
cells, 6,300 (neutrophil polymorphonuclears 53%, eosinophils 
4%, basophils 1%, lymphocytes »28.5%, monocytes 11%, 
metamyelocytes 1.5%, Tiirk cells 1%); packed cell volume, 
15% ; mean cell volume, 80 »* ; mean corpuscular haemoglobin 
concentration, 37%; the red cells showed anisocytosis and 
spherocytosis ; reticulocytes, 0.1%—two days later they were 
0.4% 

The Donath-Landsteiner and acid haemolysin tests were 
negative. Agglutinations for leptospires were negative. 
Coombs’s test was negative. The patient was Group O rhesus- 
positive. Urine at this time showed large amounts of urobilino- 
gen. The serum bilirubin was 0.7 mg. per 100 ml. ; direct van 


den Bergh negative ; blood urea, 22 mg. per 100 ml. ; Wasser- 
mann reaction doubtful ; Kahn test negative. 

On August 21, nine days after the onset of illness, a sternal 
puncture revealed: 


¥ Normal 
Neutrophil .. 28-00 “a 20-50 
Polymorphonuclears i és 1-50 od 0-4 
0-25 0-1 
Neutrophil a 22-50 me 2-8-12 
Metamyelocytes Eosinophil i 0-50 me 0-2-5 
Neutrophil (. 15-50 2-8 
Myelocytes Boot i -— 0-1 
Hae cae os ée 0-25 0-5-5 
pon tenn . a 0-2-5 
Lytophocytes 7-00 5-20 
1-00 0-1 
Reticulum cells - oe “ 1-75 — 
Late as 0-50 7-19 
Normoblasts Intermediate 2-25 4-15 
Early .. 11-75 
Macronormoblasts ie ~ rmediate 0-25 a 
Proerythroblasts es a 6°75 O4 
Haemocytoblasts — 0-1 


panes - normal in number and appearance. 
marrow sh slight increased celllarity and a shift to the le 
pp yt pe pt d series 


On August 23 his blood count showed a marked change: 
red cells, 2,810,000 ; haemoglobin, 50% ; colour index, 1.08; 
white cells, 16,100 (polymorphonuclears 52.5%, eosinophils 
0.5%, lymphocytes 16.5%, monocytes 4.5%, premyelocytes 
0.5%, myelocytes 4.0%, metamyelocytes 21.5%) ; reticulocytes, 
16.2% ; platelets, 439,000 per c.mm. A fragility test showed: 
commencing haemolysis, 0.60% saline (control, 0.40% saline); 
complete haemolysis, 0.32% saline (control, 0.32% saline). 

By August 26 his reticulocytes were 25.2%, and on the 30th 
his haemoglobin had risen to 72%. A fragility test repeated 
several weeks later showed: commencing haemolysis, 0.64% 
saline (control, 0.44% saline); complete haemolysis, 0.44% 
saline (control, 0.32% saline). 


Case 2 

Thomas C., jun., a schoolboy aged 10, became ill with vomit- 
ing on August 1, eleven days before his father. He complained 
of headache and pain in the eyes, and was noticed to become 
rapidly pale. He was admitted to the fever hospital with a 
diagnosis of meningitis. 

On examination he was extremely pale and had a temperature 
of 99.4° F. (37.4° C.). No other abnormal signs were found 
The blood culture was sterile. His blood count five days after 
the beginning of the illness was as follows: red cells, 1,500,000; 
haemoglobin, 30% ; colour index, 1 ; polymorphonuclears, 77%, 
with 3% myelocytes. He was transfused with two pints (1.14 
litres) of blood, and his condition rapidly improved. The spleen 
was not palpable. He was transferred to the General Hospital 
on August 24. 

On admission his blood count was: red cells, 3,910,000; 
haemoglobin, 76% ; colour index, 0.97; white cells, 14,400 
(neutrophil polymorphonuclears 75%, eosinophils 3%, lympho- 
cytes 17.5%, monocytes 4.5%). Films showed anisocytosis, 
spherocytosis, and some polychromasia. Reticulocytes, 8.4% ; 
platelets, 352,000 per c.mm. He was Group O, rhesus-positive. 
Coombs’s test, the acid haemolysin test, Donath-Landsteinet 
test, and Wassermann reaction were negative. A fragility test 
showed: commencing haemolysis, 0.56% saline (control, 0.44% 
saline); complete haemolysis, 0.32% saline (control 0.28% 
saline). 

The urine showed an excess of urobilin. Serum bilirubin was 
1.1 mg. per 100 ml. ; blood urea, 72 mg. per 100 ml. ; and lepto 
spiral agglutinations were negative. The sternal puncture 
showed increased cellularity. There was no other abnormality. 


Cases 3 and 4 
Case 3.—Valerie C., aged 6, first had abdominal pain and 
vomiting on August 10. She was admitted to the fever hospital 
on the 16th and found to be extremely pale, with a slight icteric 
tinge. Her temperature was normal. A blood count showed: 
red cells, 2,700,000; haemoglobin, 40% ; colour index, 0.74; 
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white cells, 20.600 (polymorphonuclears 50%, metamyelo-. 


cytes 21%, myelocytes 7%). Anisocytosis,. poikilocytosis, and 
polychromasia were present. Thirty-two normoblasts were seen 
in 200 white blood cells. 

Case 4.—Baby Irene, aged 2, was noticed to be off colour 
for a few days at this time, but her condition did not cause 
undue alarm. A film done on September 1 showed anisocytosis, 
spherocytosis, and polychromasia. No other investigations 


were made. 
Other Members of the Family 


Mrs. C. and two daughters, Joan and Mary, were examined as 
out-patients. Fragility tests, van den Bergh test, reticulocyte 
count, and stained films were all negative. None of these three 
had an attack like the other members. A number of rela- 
tions of Thomas C., sen., were examined. No evidence of 
spherocytosis was discovered apart from a slight but distinct 
spherocytosis in his mother. 

The family has been kept under observation for over a year. 
Apart from an increased reticulocyte count and spherocytosis 
in the affected members, there is nothing to report. 


Discussion 


Owren (1948), who reports a series of crises occurring 
in a family within a short time of,each other, gives the 
most complete observations yet published. In one patient, 
seen before the crisis began, he was able to study the 
events throughout. He concludes, with justification, that 
the crisis should not be called haemolytic, but aplastic. 
On the fourth day the red cell precursors had almost 
completely disappeared from the marrow. It was packed 
with myeloid cells showing maturation arrest with a 
diminution in segmented polymorphs. The megakaryocytes 
appeared normal in numbers and appearance. He states 
that in the crisis the output of urobilinogen in the urine 
diminishes, as does the serum icteric index. The degree 
of diminution would obviously depend on the length of 
the crisis. The crisis is marked by pallor and not icterus. 
In the case of Thomas C., sen., the interesting features 
are: when first seen he had a low white count and the 
urine showed no urobilin ; when seen by us his reticulo- 
cytes were 0.1% and on the eleventh day after the onset 
they were 16.2%. This would appear to coincide with 
the evidence of Owren. 

Dacie and Mollison (1943) have shown that the life- 
span of the red cell in this condition is less than 14 days. 
If there is marrow aplasia the red count should be halved 
in a week. During the crisis some azotaemia results, and 
blood ureas up to 160 mg. per 100 ml. are recorded. The 
cause of the latter, he suggests, .is due to renal anoxia. 

Dameshek and Bloom (1948) describe similar events in 
a case of haemolytic anaemia; unfortunately there was 
no familial evidence of the disease. They claim that the 
erythroid cells show maturation arrest in the proerythro- 
blast stage at the height of the crisis. It is quite possible 
that if this case had been studied earlier in the crisis a 
picture not unlike that reported by Owren might have 
been found. These authors emphasize the point that the 
red cells in the peripheral blood were predominantly sphero- 
cytic during the crisis, and subsequently, with recovery, 
there was evidence of macrocytosis and spherocytosis. 
They use this as evidence for the view that in the crisis 
there is increased activity of a hypothetical haemolysin 
producing spherocytes. This assumption is obviously 
unsound ; for if, as had been shown, there is a gross 
diminution in reticulocytes in the peripheral blood during 
the crisis the red cells will to a large extent be spherocytes. 

Dameshek would explain the crisis as a combination of 
hypersplenism and a hypothetical haemolysin. Sphero- 
cytosis can be produced experimentally by introducing 


» 
anti-red-cell sera, and is also found in acquired haemolytic 
anaemias in which a haemolysin can be demonstrated by 
the Coombs test. Not all acquired haemolytic anaemias 
showing evidence of a haemolysin produce spherocytosis. 

A spherocyte is an old cell. The ageing process may 
occur rapidly, as in haemolytic anaemias. It is possible 
to conceive of other factors producing rapid ageing apart 
from haemolysins. Presumably in familial acholuric 
jaundice this is an inherited trait. Removal of the spleen 
does not alter the state of the red cell, which continues 
spherocytic. Crises usually disappear. In a very few 
instances recurrences have taken place. It seems acceptable 
that a condition of hypersplenism exists in this disease 
and that spherocytosis is a congenital abnormality of 
rapid ageing which has nothing to do with the activity 
of haemolysins. 

The cause of the crisis still remains to be elucidated. 
Certainly, when a number of cases occur in a family it 
would point to an infection having an “ incubation period.” 
The common occurrence of gastro-intestinal symptoms— 
for example, nausea, vomiting, diarrhoea, abdominal pain 
—would fit in with an intestinal infection. It is known, 
however, that the haemolytic process, as produced experi- 
mentally, will cause a rise in temperature. 


Summary 
A series of crises is recorded in a family, four members of 
which were shown to have spherocytic anaemia of the familial 
type. All but one recovered spontaneously. Transfusion of 
two pints of blood was required in one case. 


We wish to thank Professor A. P. Thomson for permission to 
publish; Dr. R. Gaddie for biochemical examinations; Dr. W. 
Weiner for rhesus typing and the Coombs tests; Miss E. Tacon, 
senior technician, for carrying out numerous haematological investi- 
gations; and Miss P. M. Weight, secretary, for her efforts in 
compiling and typewriting. 
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The National Smoke Abatement Society celebrated its 21st 
birthday by holding its annual conference at Margate on 
September 27-29. In addition to discussions on railway smoke, 
and on domestic smoke prevention, particularly in the new 
towns, an afternoon was devoted to two papers on respiratory 
disease and atmospheric pollution. In oné of them, Mr. R. E. 
Waller, of the Department of Pathology at St. Bartholomew’s 
Hospital, pointed out that such carcinogenic substances as 
arsenic and 3:4-benzpyrene are known to occur in smoke from 
burning coal and in domestic soot, and described experiments 
to measure the 3:4-benzpyrene concentration in the atmosphere 
at different times of the year. It is highest during the winter, 
especially during fog, when the concentration may rise to 
33 ug. per 100 cubic metres of air, and down to 1-2 zg. in the 
summer. It seems fairly certain that the source is the inefficient 
combustion of coal in the ordinary domestic fire, rather than 
the chimneys of properly working industrial furnaces and power 
stations, and the amount of benzpyrene in road dust and motor 
vehicle exhaust smoke is quantitatively small compared with 
that from coal. Atmospheric benzpyrene is present in the air 
in smoke particles and not appreciably as free vapour, and it 
is therefore important to know the size of these particles before 
being able to estimate the chance of the carcinogen reaching 
the lung tissue and being retained there. Until this fact is 
available, the relation of smoke to cancer of the lung will 
remain unsettled. 
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INTERSTITIAL EMPHYSEMA IN MEASLES 


BY 


J. J. LINEHAN, M.D., D.P.H., D.C.H. 
Medical Superintendent, Croydon Isolation Hospital 


If judged by the nature and limited number of references to 
it in the medical literature, the above complication of 
measles would appear to be very rare. I have therefore 
been prompted to report the occurrence of three cases at 
Croydon Isolation Hospital within a period of little over 
a year. 

Case Reports 


Case 1.—A girl aged 6 developed measles on January 28, 1949, 
the rash appearing on February 3. Interstitial emphysema of 
the chest wall was recognized by the practitioner in attendance 
on February 5 and admission to hospital was sought. On 
admission the emphysema was found to be of moderate degree, 
extending over the greater part of the*left side of the chest wall 
and slightly into the left side of the neck along the line of the 
trachea. It was not sufficient to cause any obvious swelling 
of the tissues affected. There was no respiratory distress. 
Rhonchi were audible over the entire chest, but were of a high- 
pitched whistling type over the upper part of the left lung. 
(I believe that the latter phenomenon was in some way related 
to the source of the emphysema.) There were no other note- 
worthy features except that the measles rash, which was still 
well marked on admission, was of the type in which haemor- 
rhagic effusion had occurred into the skin lesions—not in itself 
an uncommon phenomenon. The patient had a troublesome 
though not exceptionally severe cough. The emphysema was 
maximal on admission and thereafter absorbed rapidly so as to 
become imperceptible within four days. Other chest signs and 
symptoms cleared up with similar rapidity. Sulphadimidine by 
mouth was the only treatment given. 

Case 2.—A boy aged 54 was admitted late at night on March 
20, 1949, as an emergency case because of respiratory distress. 
The illness began on March 14 with the usual catarrhal 
symptoms. The measles rash developed on the 18th. There 
was a history of persistent cough following influenza in the 
previous December. On admission a well-marked interstitial 
emphysema extended over both sides of the chest wall and 
upwards through the neck into the tissues of the cheeks. There 
was obvious swelling of the neck and face, especially on the 
left side. A moderate degree of dyspnoea and slight cyanosis 
were present. The patient had a cough which was not unduly 
troublesome, and scattered rales were heard throughout the 
chest. A fading morbilliform rash and measles stomatitis con- 
formed to the stage of the illness. Besides giving sulphon- 
amides, treatment in an oxygen tent was considered advisable. 
As in Case 1, there was immediate and rapid improvement. 
The oxygen was discontinued the next morning, and five days 
later no detectable emphysema was present. Except for the 
subsequent development of tonsillitis and otitis media, recovery 
was uneventful. 

Case 3—A boy aged 54 was admitted on February 17, 1950, 
as a case of measles and pneumonia. The measles began on 
February 7, the rash appearing on the 11th. On admission: 
the skin still showed the staining of a morbilliform rash and 
the mouth was still inflamed. Interstitial emphysema extended 
over the entire left side of the chest and upwards on each side 
of the trachea. The patient had an irritable cough and a 
cyanotic tinge, but was not dyspnoeic. I could not definitely 
determine whether there were any adventitious sounds apart 
from those arising from the emphysema. Again the sub- 
cutaneous emphysema cleared up rapidly from the time of 
admission and was fully absorbed by February 23. Rales were 
audible in the left base until March 2 and may have been 
related to the emphysema-producing lesion. An x-ray photo- 
graph of the chest showed no further abnormality apart from 
the appearance of air in the chest wall. 


Discussion 


Some textbooks on infectious diseases make no reference 
to interstitial, subcutaneous, or surgical emphysema as a 
complication of measles, while those that do refer to it 
treat it as a very rare complication. 


Goodall (1928) states : “ As very rare complications [of 
measles] I have met with cases of nephritis, endo- and 
peri-carditis, parotid abscess, cellulitis with or without 
sloughing, and extensive (surgical) emphysema of the 
trunk and neck. (One case—the patient a boy of 6 years 
—had bronchitis with severe attacks of coughing : he 
recovered.) ” 


Rolleston and Ronaidson (1939) state : “ Subcutaneous 
emphysema is another infrequent occurrence. It may be 
associated with bronchopneumonia or develop apart from 
any gross pulmonary lesion, when it has been attributed 
to rupture of the alveoli, bronchi, or larynx as the result of 
violent coughing. Ronaldson (1927), in reporting two cases 
in which cough was not a feature, suggested that weakening 
of the alveolar wall by toxic action rather than by over- 
distension was the usual explanation of this occurrence in 
measles.” 


Price (1947) states: “Rarely, mediastinal and sub- 
cutaneous emphysema have occurred.” 


In none of my cases was the cough particularly severe, 
which would confirm Ronaldson’s suggestion that the cough 
can produce this effect only when combined with some 
pathological process in the respiratory tract. In this con- 
nexion, I think that the description of “ autemphysema ” 
in the British Medical Journal of January 14 and 
February 4, 1950 (pp. 105, 308), is suggestive. It is 
described how surgical emphysema is self-induced by 
malingerers by wounding the buccal mucosa and strongly 
distending the cheeks with air. 


Measles has a well-known capacity for producing ulcera- 
tion of ‘mucous membranes, and such ulcers could act 
similarly to the self-induced trauma of the malingerer. I 
feel that some such discrete ulceration in the respiratory 
tract is a more probable source of air entry than a weaken- 
ing of the alveolar walls by toxic action as suggested by 
Ronaldson. Cases in which measles toxaemia damaged the 
alveolar walls might be expected to produce more general 
evidence of lung involvement than was present in the cases 
I have described. The involvement of the chest wall in 
each case would indicate that the air did escape from some 
part of the respiratory tract within the lung, the subsequent 
spread being via the root of the lung and mediastinum to 
the tissues of the chest wall and neck, extending in one 
case to the face. 


In the one case in which the face was involved, I think 
that origin from the buccal mucosa can be excluded. There 
was no evident lesion in the mouth. Also, in the descrip- 
tion of cases produced by mouth injuries to which I have 
referred, the chest wall is not mentioned as being involved, 
though there was marked generalized swelling of the face 
and neck. I think, therefore, that in my three cases the 
causative lesion was intrapulmonary, probably a small ulcer 
in one of the larger bronchi. A common feature in all 
three cases was that the amount of air in the tissues rapidly 
reached a maximum and thereafter was progressively 
absorbed. This also would favour the idea of a single 
small lesion capable of sealing up quickly. So far as it is 
permissible to draw any generalized conclusion from three 
cases, it would seem that a favourable prognosis can be 
given even when the initial condition is somewhat alarming. 
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Contamination of Caesarean Wounds 
by Vernix Caseosa 


The vernix caseosa, though one of the potential con- 
taminants of the operative field in the caesarean operation, 
has for various reasons received as such little or no atten- 
tion. Some of the neglect has been due to a belief that 
because the vernix is sterile it is therefore innocuous, 
some to a proper preoccupation with the problems of con- 
tamination by pyogenic organisms. That the vernix is not, 
however, an entirely innocuous contaminant is illustrated 
by the events that follow the rupture of an ovarian dermoid 
cyst. Such an accident, whether spontaneous, puerperal, 
or operative, is succeeded quite rapidly by a severe peri- 
toneal reaction, and this usually in turn by a secondary 
invasion of the peritoneum by pyogenic organisms. Even 
a small amount of free sebaceous material may determine 
the reaction ; in a recent case a severe lower abdominal 
peritonitis followed the rupture of a cyst no larger than a 
pullet’s egg. 


If the dermoid cyst that bursts is large, or if at operation 
much of the contents escape into the peritoneal cavity, a 
diffuse plastic peritonitis is certain unless a thorough cleans- 
ing is carried out at once. If any pockets of sebaceous 
material are left behind, then at the best the accident may be 
followed by the development of localized residual abscesses 
here and there throughout the peritoneal cavity, even under 
the diaphragm. Indeed, it may fairly be stated that a 
dermoid cyst is the one ovarian tumour which must not 
be tapped at operation. 

Both the vernix caseosa and the contents of dermoid 
cysts, allied as they are in constitution, have similar pro- 
perties as contaminants ; both are unabsorbable and can 
be removed from the operation area only by a slow phago- 
cytosis, a process carrying the certainty of adhesions and 
the chances of secondary infection. It seems likely that the 
escape of vernix into the peritoneal cavity or its inclusion 
in the abdominal incision is a potential cause of caesarean 
morbidity. This may be one of the reasons why caesarean 
section wounds seem more apt than others to heal by second 
intention ; after a period of apparent healing by first inten- 
tion pus is discharged from their lower end. On seeing 
an ugly caesarean scar it must be a common experience 
to draw the inference that the uterine scar must be equally 
unsound, an inference indeed almost expected from an 
examination candidate, yet to find at the repeat section 
that the secondary scar tissue is confined to the abdominal 
wall, the uterine scar itself being quite sound. 


The amount of vernix soiling the operative field varies a 
great deal. For one thing the amount found covering the 
foetus varies for reasons that are as yet not understood. 
Again, the method by which the child is extracted has a 
bearing on the amount escaping into the wound. More 
escapes when the child is delivered by the breech or when 


any difficulty arises in the extraction. Large flakes escap- 
ing into the operative field are of course readily seen and 
removed. It is, however, important to look for and remove 
the smallest fragments and to recognize the potential 
contamination coming from the vernix which adheres to 
the gloves and swabs. Inspection of the surface of water 
used for rinsing the hands or the swabs will often show 
a film of liquefied vernix. All these are sources of 
contamination. 


Once the importance of vernix spill is appreciated, 
suitable precautions come readily to mind. Packing off 
the peritoneal cavity before the uterus is opened is not a 
real protection, for once the foetus is extracted these packs 
always lie loose. “Tetra” cloths as usually employed 
do not protect the deep layers of the incision. The real 
protection is twofold ; (1) a change of gloves, swabs, and 
rinsing water immediately the uterine incision is closed 
and before the peritoneum covering the lower segment is 
sutured ; and (2) a meticulous removal of every fragment 
of the vernix caseosa from the operative field, the most 
likely places being the front of the broad ligaments and 
the lower angle of the abdominal incision behind the rectus 
sheath. If a transverse abdominal incision is used a careful 
inspection of the recess behind the lower flap of the sheath 
should be made. It is well, too, to wipe all the raw surfaces 
with a clean swab before any attempt at closure. 


Percy Mapas, Ch.M., F.R.C.S., F.R.C.O.G. 


Pethidine as an Adjunct to Nitrous 
Oxide and Oxygen -Anaesthesia 


Mushin and Rendell-Baker, in 1949, published a memo- 
randum on the use of pethidine as a supplement to nitrous 
oxide and oxygen anaesthesia, a method which they had 
seen used successfully in America and had themselves 
adopted on 100 occasions. It appeared that this method 
might well be a useful innovation, and such has proved 
to be the case in the 150 administrations here recorded. 


METHOD 


The method suggested by Mushin and Rendell-Baker 
was adopted and has been adhered to throughout this 
series, although they themselves have on occasion given 
increased doses of pethidine. 


The routine in the present series has been as follows : 
(1) Premedication has been by “ omnopon ” 1 /3 gr. (22 mg.) 
and scopolamine 1/150 gr. (0.43 mg.) for all adults between 
the ages of 17 and 60 years; over 60 years, omnopon 
1/6 gr. (11 mg.) and scopolamine 1/300 gr. (0.21 mg.). 
(2) Induction has been by a “sleep” dose of sodium thio- 
pentone—usually between 0.2 and 0.3 g. is given in 5% 
solution. (3) Anaesthesia is begun with nitrous oxide and 
oxygen. (4) Pethidine is given in a dose of 25 mg. intra- 
venously as soon as anaesthesia is smoothly established. 
(5) Tubarine or “flaxedil” is given at the requisite 
time should there be any undue movements of the 
patient or should great relaxation of the muscles be 
necessary. 

This routine has been the standard in all cases except 
three. Of these, two were tough farm-labourers, and each 
had to have 0.5 g. of sodium thiopentone followed by 
37.5 mg. of pethidine. The third was a girl who received 
0.5 g. of sodium thiopentone originally, as she was to be 
examined under an anaesthetic before operation was 
decided upon. 
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The following table shows the nature of the cases which 
were selected as suitable : 


* Cases in the Series 


Hernia ( and femoral) .. 31 Hydrocele _... 2 
ae meee A, ( le and | r dical) , 2 ee i 
sim a ma ta 
os " 8 = i | 
dh terectomy, ovarian cyst, 
esstenestomy (Millin’ 9). 2 etc.) .. . “<i ae 
10 voueel hysterectomy 1 
idectomy 3 Vaginal repair . 13 
Colostomy oe : — and curettage : 
Gastrectomy ini otomy .. 
Circumcision (adult) 3 _ 





A start was made with minor extra-abdominal cases, and 
gradually the scope was widened as more experience and 
confidence were gained. The method has now been adopted 
as almost routine except for the more difficult upper abdo- 
minal cases, such as gastrectomy. One gastrectomy is 
quoted here, but was not a complete success owing to the 
mistiming of a’ further dose of flaxedil, which led to the 
peritoneum being insufficiently relaxed for easy suture. 


GENERAL OBSERVATIONS 


Patients seldom suffer any side-effects from the use of 
pethidine. In a few cases there has been a marked reduc- 
tion in the frequency, although not in the volume, of 
respiration. In two cases the respiration was reduced to 
seven a minute, and in one case to three. Adequate ventila- 
tion was easily obtained by “ assisted respiration.” 

It is sometimes a little difficult to maintain adequate 
oxygenation combined with sufficient depth of anaesthesia 
during the earlier stages of the operation, but this is over- 
come by waiting a few minutes, allowing time for the 
patient to become stabilized on nitrous oxide, and giving an 
increased percentage of oxygen. 

No significant alterations of blood pressure have been 
recorded as due to pethidine. 

One outstanding feature is that apparently the sphincter 
ani becomes sufficiently insensitized to allow of such 
operations as haemorrhoidectomy and posterior colpor- 
rhaphy to be done without alteration in the patients’ 
respiration and without any evidence .of distress. 

It is a little difficult to judge at what interval of time 
pethidine begins to exert its maximum effect, but probably 
this varies between five and ten minutes, as judged by the 
incidence of reflex movements when under the anaesthetic. 
It is possible that the more prolonged administration of 
nitrous oxide affects this estimate. It has not been found 
necessary to repeat the dosage of 25 mg. of pethidine at 
intervals of 25 to 30 minutes, and the effect of a single dose 
has been known to last up to 14 hours. 

Recovery is rapid, often occurring in the theatre, and 
almost always on the way back to the ward. Patients 
will almost immediately open their eyes upon request and 
will answer questions, but there is a varying period of 
amnesia lasting up to 1-14 hours. 

Another valuable point is that post-operative pain seems 
to be considerably reduced, and patients operated upon 
in the morning often do not require any post-operative 
sedative until late in the evening. 

The present series is not large enough for the incidence 
of pulmonary complications to be judged accurately, but 
they have been remarkably few, and it is felt that this may 
largely be due to the reduction of immediate post-operative 
pain and the consequently increased movements of the 
patients. 

The series reported is small, and further investigation is 
proceeding, but it was felt justified to publish results 
up to date in order to stimulate interest in a method which 


appears to be safe and also promises improvingly good 
_Tesults as more experience is gained in its use. 


H. F. GriFFitHs, M.D., D.A., 
Consultant Anaesthetist, 
South-east Kent and Canterbury Areas. 
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Post-pneumonic Collapse of Right Lower 
Lobe Relieved by Bronchoscopic 
Aspiration 


Atelectasis of the whole lung or of one lobe, whether 
post-operative or post-pneumonic, is considered to be due 
to bronchial obstruction. The sequence of events in either 
case is very much the same : (1) Production of excessive 
secretion. (2) Formation of occluding masses because 
of the recumbent position and reduced respiration through 
splinting of diaphragm and pain. (3) Movement of these 
masses upwards in the tract by ciliary action, somewhat 
on the principle of a ball-valve, allowing air to get out 


during expiration but preventing air getting in during . 


inspiration. The shape of the bronchus being narrower 
in its distal portion than proximally explains how a plug 
of mucus can act in that manner. (4) Progressive shrink- 
age of the affected lobe takes place (aided by absorption 
of air into the blood stream) as the plug of mucus becomes 
immobilized by atmospheric pressure. 

Whereas post-operative collapse and relief by broncho- 
scopic aspiration has been extensively reported, I could 
find mention of only two cases of post-pneumonic collapse 
relieved in this way (Mainzer, 1931). I therefore venture 
to report the following case. 


CASE REPORT 


A married woman was admitted to the French Hospital on 
February 24, 1949, with a 10-day history of post-influenzal 
cough. Her temperature was 103° F. (39.4° C.) and pulse 120. 

Physical examination showed dullness at the base of the 
right lung, which was opaque on x-ray examination. A 
diagnosis of lobar pneumonia with small ipleural effusion 
was made by Dr. L. P. E. Laurent. Penicillin injections 
in full doses were given. 
improved generally, but the dullness on the right side re- 
mained. X-ray examination four weeks after admission 
revealed a solid lower lobe with the diaphragm drawn upwards 
and the heart pulled to the right. The physician and the radio- 
logist now began to suspect a meoplasm blocking the inferior 
bronchus. 

The patient was referred to me, and bronchoscopy was 
carried out on March 29. The right main bronchus appeared 
congested, the entrance to the inferior bronchus was patent, 
and no neoplasm was seen. A bronchoscopic sucker was then 
introduced about an inch beyond the entrance to the lower lobe. 
While aspirating and withdrawing the sucker at the same time, 
a thick gelatinous, tenacious mucous plug was seen adhering to 
the distal end of the sucker. The patient’s relief was almost 
immediate. 

Within a few days physical examination showed some return 
of pulmonary function. Successive radiographs revealed the 
lobe expanding gradually, the diaphragm descending, and the 
heart resuming its normal position. Tomograms confirmed 
the absence of a neoplasm. The patient -left hospital om 
_ 2, having made a complete recovery. 


ARTHUR MILLER, F.R.C.S.Ed. 
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The patient became afebrile and . 
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HAEMATOLOGY AND CLINICAL MEDICINE 


Hemorrhagic Disorders. A Guide to Diagnosis and Treat- 
ment. By Paul M. Aggeler, M.D., and S. P. Lucia, M.D. 
Lettered and illustrated by Phylura Gibbs, Helene Cleare, 
and Jean Thompson under the supervision of Ralph Sweet. 
(Pp. 112. £3 15s.) Chicago: University of Chicago Press. 
Cambridge: University Press. 1950. 

Atlas der Blutkrankheiten. By Dr. Karl Schleip and Pro- 

fessor Albert Alder. Fourth edition. (Pp. 256; 140 

coloured illustrations. No price.) Berlin and Munich: 

Urban and Schwarzenberg. 1949. 

Klinische Pathologie der Blutkrankheiten. By Professor 

Rudolf Schoen and Professor Walter Tischendorf. (Pp. 521 ; 

illustrated. M. 57.) Stuttgart: Georg Thieme. 1950. 

The first two of these three works on haematology are 
picture books and can be briefly reviewed. The pages of 
the text of Aggeler and Lucia’s book on haemorrhagic dis- 
orders were reproduced from an exhibit designed for teach- 
ing at the University of California Medical School. Anyone 
who has visited the Wellcome Medical Museum in London 
will be familiar with the use of panels of letterpress and 
pictures for visual education. Here there are some 80 pages 
on the same lines illustrating the physiology of haemostasis, 
the manifestations and treatment of haemorrhagic dis- 
orders, and the methods and results of special investiga- 
tions. There is a final chapter on therapeutic agents and 
procedures, and a good bibliography. The book is prettily 
produced and will be useful to those planning similar teach- 
ing by demonstration. It would not be unfair to call it a 
child’s guide to the haemorrhagic diseases, or to add that 
few children can afford £3 15s. for a book of this kind. 

Schleip and Alder’s book is the post-war fourth edition 
of an established atlas of blood diseases, with which Alder’s 
atlas of the bone marrow has now been combined. The 
text is simple and orthodox, and the 140 pictures in colour 
are all of good quality. They are paintings which have 
been reproduced by a four-colour process. Slightly con- 
ventionalized, they will be more useful for teaching than 
for the settlement of haematological controversy. Plate 38 
depicting ring bodies is reminiscent of Picasso’s work, and 
the student must not expect Nature to imitate art quite 
so closely. The relatively short section on bone marrow 
gives the impression of an afterthought, and to separate the 
section on bone marrow from that on peripheral blood is 
not justified in an atlas of this kind ; the material should 
be arranged in terms of processes and diseases. Many 
atlases of the blood are now appearing, probably more 
than the market can support. Schleip and Alder’s belongs 
to the student class, which is already numerous and where 
survival depends on price and on the value of the plates 
as a guide to recognition of the simpler cytological sub- 
divisions. Custer’s atlas has given us a fair view of the 
morbid anatomy of the bone marrow, but there is still 
need for a definitive series of pictures of blood cells stained 
by the Romanowsky technique. This is unlikely to be 
achieved without international co-operation. 

Schoen and Tischendorf’s book on clinical pathology of 
the blood diseases is a more serious and important book 
than the other two reviewed here. It is a full-scale textbook 
of clinical haematology in the best German tradition and 
it is a work of scholarship. It is dated 1950, and the most 
recent discoveries outside as well as inside Germany have 
been digested, assimilated, and included in the text. The 
book begins with a section on the normal morphology and 
physiology of the blood-forming organs. There follows 
a short chapter on the interpretation and the errors of the 


technical methods. The authors then discuss the diseases 
of the blood under the headings of anaemias, disturbances 
of the marrow and spleen, haemorrhagic diseases, blasto- 
matous disorders, and leukaemoid reactions. A final section 
is on the inheritance and familial incidence of blood 
diseases. The book is well produced, with full references 
and bibliography. It is printed in smallish type on a large 
page, with relatively few illustrations, and will not appeal 
to the casual reader. English readers likely to be specially 
interested are those who have a good knowledge of either 
German or haematology, and those who are delighted to 
see evidence of the renascence of German scientific 
publications. — 

Yet this book has perhaps a more general message for us. 
Its authors are a university professor of medicine and his 
senior assistant, and they write : 

“In spite of all recent developments, internal medicine is a unitary 
discipline which joins its many sectional parts into one whole. The 
synthesis between the clinic and special knowledge is possible only 
when the community of clinical workers develops its specialists by 
scientific investigation in the sectional parts. These will then not 
succumb to the danger of narrow specialism, but within the frame- 
work of the clinic they will preserve the vision of larger connexions, 
the general view.” 


This is still the faith in America, where the members of 
university departments of medicine inevitably engage in 
scientific investigation, and where the two leading textbooks 
of haematology have been written by university professors 
of medicine, Sturgis and Wintrobe. Aggeler and Lucia are 
professors of medicine engaged in instructing students in 
clinical medicine. Schleip and Alder are Privatdozenten ; 
that is to say, assistant professors of internal medicine. In 
Great Britain we do not have the same belief in the com- 
petence of the physician to master laboratory procedure or 
to advance scientific knowledge, and the clinic, as distinct 
from the preclinical departments, has never been university- 
minded. The present hospital service has evolved out of 
the eighteenth-century voluntary hospital, the Emergency 
Medical Service, and the medical services of the armed 
Forces. The result is a service which is organized in terms 
of specialists. The medical specialist is a man who sees 
patients and the clinical pathologist is a man who examines 
specimens of blood. As medical establishments grow, their 
channels of communication are increasingly the standard- 
ized form for request and report. Recent letters to the 
Journal indicate that both sides are capable of a jealousy 
about their spheres of work which is more characteristic 
of the craft unions than the liberal professions. 

Centralized clinical pathology has great advantages in the 
wider distribution of health care, though in the absence of 
control by the price mechanism it is likely to lead to some 
form of rationing of laboratory investigations. Not only 
are centralized laboratories necessary for clinical pathology 


‘ in the regions, but so also are special centres for the organ- 


ization of blood transfusion and blood grouping and similar. 
purposes. It is less easy to justify the centralization of 
clinical pathology in the teaching hospitals, which have a 
special part to play in the National Health Service. They 
already have university departments of pathology, but they 
have not organized their clinical departments on university 
lines. This is a manifestation of the popular confusion of 
the function of the health services and the universities, of 
the regional hospitals and laboratories and the teaching hos- 
pitals, The results of this confusion are particularly obvious 
in haematology, where it is often impossible to make a clear 
distinction between investigation and treatment, so that 
the divorce of control of the patient from control of the 


laboratory may prevent the study of the patient as a whole. 
L. J. Wirrts. 
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APPLIED PHYSIOLOGY 


Einfiihrung in die pathologische Physiologie. By Professor 
. Grosse-Brockhoff. (Pp. 645; 306 figures; bound, 

— Berlin, Géttingen, and Heidelberg: Springer. 
Disordered function is the essence of disease, and from 
the clinical point of view it is of more immediate interest 
than structural change. Applied physiology accordingly 
forms a substantial part of medicine and surgery. The 
short course in the subject customary in our medical schools 
should be regarded simply as an introduction to more 
detailed instruction in it at the bedside. It is doubtful 
whether undergraduates need textbooks of applied physio- 
logy, the essentials of the subject being integral parts of 
clinical instruction ; graduates, on the other hand, may find 
such books useful, although many topics are too complex 
for textbook discussion and are best studied in the original 
literature. 

Professor Grosse-Brockhoff intends his work to supple- 
ment Rein’s Physiologie and Lehnartz’s Chemische 
Physiologie and refers readers to these for detailed infor- 
mation. The book is a comprehensive and well-written 
summary of the subject and seems to be the result of effi- 
cient card-indexing. Everything possible has been done to 
make it easy for the reader to find what he wants : the 
analytical table of contents occupies twelve pages and 
makes the excellent index almost superfluous. Paper, print- 
ing, and binding are up to the best pre-war German 
standards. The book will be useful chiefly to German 
students but may also interest teachers of applied physio- 
logy outside Germany. The English-speaking world is 
already well catered for by the standard works of Samson 
Wright, Best and Taylor, and Fulton—to all of whom the 
author acknowledges his debt. 

RAYMOND WHITEHEAD. 


REGIONAL DERMATOLOGY 


Regional Dermatologic Diagnosis: A Practical System of 
Dermatology for the Non-specialist. By Ervin Epstein, 
M.D. (Pp. 328; 148 illustrations. 42s.) London: Henry 
Kimpton. 1950. 
Theoretically the idea of regional dermatology is attractive, 
for most dermatoses have their characteristic sites, but in 
practice this approach does not lend itself to treatment in 
a textbook. Sabouraud published a manual of regional 
dermatology in 1905, and an English translation appeared 
in 1906. Dr. Epstein has now produced an elegant 
little volume, well illustrated on the same lines. In an 
appendix he indicates the twenty dermatoses that constitute 
75% of dermatological practice. Not more than two or 
three are limited to one region ; the rest may occur any- 
where on the body, a few having certain sites of election. 
That limits the value of a treatise on regional dermatology. 
Inevitably there is constant repetition, but the tyro may be 
helped by reference to such a work and be led to seek 
further information in standard textbooks. 

That the author does not discuss chilblains in his account 
of finger lesions may reflect a low incidence in America. 
Neurodermatitis of eyelids, chronic eczema of wrists, 
secondary syphilis of the forehead, and lupus vulgaris of the 
neck are some further important omissions. Acute dis- 
seminated lupus erythematosus is mentioned in the section 
on the hand and chronic lupus erythematosus omitted, but 
the catalogue of regional diseases is on the whole accurate 
and adequate. The general practitioner, for whom the 
book is intended, will find this a helpful guide to diagnosis. 


J. T. INGRAM. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


Rheumatism. A series of Broadcast Talks given by “ A Doctor.” 
(Pp. 47. 1s.) London: Empire Rheumatism Council. 1950. 


The Stammerer’s Choice. By H. St. John Rumsey, M.A. (Pp. 134. 
7s. 6d.) London: Methuen. 1950. 


Simple Foot Exercises. By T. T. Stamm, F.R.C.S. (Pp. 6. 5s.) 
London: Foot Health Educational Bureau. 1950. 


Overcoming Handicap. By R. W. Paterson. (Pp. 72. 3s. 6d.) 
London: Student Christian Movement Press. 1950. 


Blood Groups in Man. By R. R. Race, Ph.D., M.R.C.S., and 
Ruth Sanger, Ph.D., B.Sc. (Pp. 290. 30s.) Oxford: Biackwell 
Scientific Publications. 1950. 


New Frontiers of the Mind. By J.B. Rhine. (Pp. 220. Its. 6d.) 
Harmondsworth: Penguin Books. 1950. - 


Fevers for Nurses. By G. E. Breen, M.D., D.P.H., D.O.M:S. 
«ga (Pp. 220. 7s. 6d.) Edinburgh: E. and S. Livingstone. 


Management of Obstetric Difficulties. By P. Titus, M.D. 4th 
ed. (Pp. 1,046. 100s.) London: Henry Kimpton. 1950 


The Antihistamines. By S. M. Feinberg, M.D., and _ others. 
(Pp. 291. $4.) Chicago: Year Book Publishers. 1950. 


Le Thermo-Climatisme Frangais. By C. Paulin. (Pp. 144. No 
price.) Paris: L’Expansion Scientifique Francaise. 1950. 


Os et Tuberculose. By R. Kaufmann. (Pp. 152. No price) 
Paris: L’Expansion Scientifique Francaise. 1950. 


La Lépre. By R. Chaussinand. (Pp. 212. No price.) Paris: 
L’Expansion Scientifique Francaise. 1950. 


Le Diabéte Sucré. By R. Boulin. 2nd ed. (Pp. 121. No price.) 
Paris: L’Expansion Scientifique Frangaise. 1950. 


yo Années de Lutte contre la Tuberculose en Belgique, 1897-1947. 
By L’CEuvre Nationale Belge de Défense contre la Tuberculose. 
(Pp. 142. No price.) Brussels: L’CEuvre Nationale Belge de Défense 
contre la Tuberculose. 1950. 


1 Congreso Nacional de Geriatria: La Tuberculosis Pulmonar 
en el Anciano. By J. L. Alvarez-Sala Moris and R. Navarro 
Gutiérrez. (Pp. 151. No price); La Diabetes Mellitus en los Viejos. 
By C. Blanco Soler. (Pp. 23. No price); Osteoporosis Senil. By 
M. Pajfiella-Casas and J. Monteys-Porta. (Pp. 102. No price). 
Barcelona: Sociedad Espafiola de Geriatria. 1950. 








In the Irish Medical Directory and Hospital Yearbook for 
the year 1950 (Parkside Press, Dublin ; 15s. 6d.) the Ministers 
for Health of Northern Ireland and Eire refer briefly to some 
of the recent legislation in their countries. Dame Dehra Parker 
says there is definite promise that the structure of the health 
services in Northern Ireland has been laid on solid foundations. 
There are signs, she writes, that the public are becoming accus- 
tomed to the new services and are making use of them far 
more as a matter of necessity than as a novelty, which at first 
often seemed to be the case. Accommodation for tuberculous 
patients has been increased during the year. Dr. Noel C. 
Browne, commenting on the state of affairs when self- 
government came to Southern Ireland, says that about one- 
third of the people of Dublin were living in dwellings which 
were or should have been condemned. Undernourishment was 
the rule in town and country, and tuberculosis rife. Inadequate 
health services laboured in vain against these evils. To-day, 
he writes, the people are better housed, better clothed, and 
better fed by far than they were 30 years ago. In the next 
seven years about £20,000,000 will be spent on hospitals, 
sanatoria, and other enterprises. The Directory sets out clearly 
the names and particulars of medical practitioners as well as 
of the hospitals, and there is a useful index to the hospitals. 
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CIGARETTES AND CANCER 


The steady increase in the recorded deaths from cancer 
of the lung is startling. In 1922 there were 612 deaths 
from this cause in England and Wales, compared with 
9,287 in 1947—a fifteenfold increase. The trend is the 
same in all countries where Western civilization is pre- 
dominant, except apparently in Iceland. There can be 
little doubt that the incidence of cancer of the lung is 
really increasing, and tarred roads, exhaust gases, com- 
mon respiratory infections, certain types of occupation, 
and tobacco smoking have all been blamed for the 
greater frequency of the disease. Of these possible 
causes smoking seems the most likely, for the rise in 
the death rate from cancer of the lung has followed a 
great increase in the consumption of tobacco and cigar- 
ettes. Several groups of workers have undertaken inves- 
tigations to prove or disprove the suggested association. 
It is not easy to adopt an unbiased attitude to the con- 
cept that smoking may cause cancer : we are all either 
smokers or non-smokers, and each group may regard the 
other as prejudiced. It is said that the reader of an 
American magazine was so disturbed by an article on 
the subject of smoking and cancer that he decided to 
give up reading. Those who smoke more than 40 cigar- 
ettes a day, allowing ten minutes per cigarette, are occu- 
pied with smoking for about 64 hours. There are no 
days off, and therefore the heavy smoker smokes for 
about 46 hours a week. This almost amounts to an 
occupation. Moreover, smokers heavily outnumber non- 
smokers, and this complicates statistical considerations. 
Even so, the proof that cancer of the lung is associated 
with smoking must obviously be based on statistical and 
not on clinical evidence. In this country Dr. Richard 
Doll and Professor A. Bradford Hill, whose paper is 
published in the opening pages of this issue, have carried 
out a meticulously conducted inquiry, the results of 
which have very serious implications, for they conclude 
that “ smoking is a factor, and an important factor, in 
the production of carcinoma of the lung.” They also 
put forward the admittedly speculative suggestion that 
above the age of 45 the risk of developing the disease 
is fifty times as great among those who smoke twenty- 
five or more cigarettes a day as among non-smokers. 
The ideal investigation would be to compare the inci- 
dence of lung cancer in a population exclusively com- 


posed of non-smokers with that in populations com- 
posed of smokers of various grades, from very light to 
excessive. The method adopted by Doll and Bradford 
Hill, who began their inquiry in 1947, was to obtain noti- 
fications of patients with cancer of the lung, stomach, 
and large bowel from twenty London hospitals, and to 
arrange for the interview of these patients by one of four 
almoners who were allotted to this work. The patients 
with cancer of the stomach and large bowel served for 
purposes of comparison, but the almoners also inter- 
viewed a control group of patients who did not have 
cancer but who, case for case, were of the same age and 
sex as the patients with cancer of the lung. The patients 
thus interviewed amounted to 2,475 and included 489 
cases of cancer of the lung confirmed by necropsy, 
biopsy, or exploratory operation, and 220 others in 
whom the diagnosis was probably correct but made 
on different grounds. All the patients were asked 
whether they smoked or not, and, if they smoked, 
how many cigarettes or ounces of tobacco. An obvious 
preliminary difficulty was to decide where the line should 
be drawn between smokers and non-smokers, and also 
how to classify those who had once been smokers but 
had stopped. The definition of a smoker adopted in this 
inquiry was “a person who had smoked as much as one 
cigarette a day for as long as one year.” 

By comparing the proportion of patients with lung 
cancer who were smokers and the proportion of smokers 
in the comparable group of patients without lung cancer, 
Doll and Bradford Hill were able to show not only that 
the vast majority of men with carcinoma of the lung had 
been smokers at some period of their lives but also that 
the very small proportion (0.3%) of those who were 
non-smokers was most significantly less than the corre- 
sponding proportion (4.2%) in the control group. 
Further, there were relatively more heavy smokers 
among the patients with cancer of the lung (26% of 
the men and 14.6% of the women) than among the 
controls (13% of the men and, none of the women). 
The risk, in fact, seemed to vary in approximately 
simple proportion to the amount smoked. Very similar 
results to those obtained by Doll and Bradford Hill have 
recently been reported from the U.S.A. by Wynder and 
Graham.' Their study covered 684 cases of broncho- 
genic carcinoma, 634 of the patients having been per- 
sonally interviewed. They found that the non-smokers 
among male patients with cancer of the lung amounted 
to 1.3% of the total, compared with 14.6% of non- 
smokers among men in the general hospital population 
without cancer. Whereas only 19.1% of men in the 
latter were classified as “ excessive and chain-smokers,” 
as many as 51.2% Of the patients with cancer came 
into this category. 

In a recent report from Iceland Dungal* has drawn 
attention to the comparative rarity of lung cancer in 
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that island. His study is based on the records of 1,939 
necropsies performed in Reykjavik from 1932 to 1948. 
There were 417 malignant growths in this series and 
12 cases of primary lung carcinoma. This is a very 
much smaller proportion than is found in other compar- 
able communities. Dungal points out that smoking, and 
particularly cigarette smoking, has only recently become 
popular in Iceland on a scale at all resembling that in 
most European countries. In 1945 the consumption of 
tobacco per head in Iceland reached 1 Ib. per annum, 
whereas this figure was passed in Great Britain as long 
ago as 1920. It remains to be seen whether the inci- 
dence of lung cancer increases in Iceland during the 
next twenty years. 

In the English investigation great pains were taken to 
avoid any sort of bias. The most likely source of error 
would seem to be in the interviewing, for even those 
who have no possible reason for being untruthful can 
be badly let down by their memories. Nevertheless, it 
is difficult to suggest what other precautions Doll and 
Bradford Hill might have taken to counter all possible 
criticisms of their method of investigation. They have 
even been able to show statistically that the results were 
in no way influenced through the fact that the inter- 
viewers knew in most cases whether or not the patient 
they were questioning had cancer of the lung. One un- 
expected result of the investigation was that inhaling cigar- 
ette smoke was not distinctly associated with lung cancer. 
In fact patients with this disease inhaled slightly less 
often than the controls. Wynder and Graham found 
that the proportion of men who smoked cigarettes as 
opposed to pipes among the patients with bronchogenic 
carcinoma was greater than that among the general hos- 
pital population of the same age-group, and they con- 
cluded that “the greater practice of inhalation among 
cigarette smokers is believed to be a factor in the in- 
creased incidence of the disease.” Doll and Bradford 
Hill also found that pipe smoking was less closely related 
to cancer of the lung than cigarette smoking. They were 
not able to demonstrate with the data at their disposal 
that cancer of the lung is commoner in men than women 
because men smoke more, but they do suggest that their 
findings are consistent with the theory that, apart from 
the influence of smoking, the risk of developing carci- 
noma in the lung is the same in both men and women. 

There is shortage of convincing experimental evidence 
about tobacco as a cause of cancer. Animals subjected 
to an atmosphere of smoke from mechanically smoked 
tobacco can be compared, not with smokers, but with 
non-smokers in a smoking compartment. it has never 
been proved experimentally that carcinogens are formed 
during the smoking of tobacco, though this would 





1 J. Amer. med. Ass., 1950, 143, 329. 
2 Lancet, 1950, 2, 245. . 
8 J. Path. Bact., 1924, 27, 233. 


not be surprising in the light of the probable results of 
destructive distillation of any organic matter under con- 
ditions of restricted oxygenation. Kennaway* prepared 
carcinogenic tar from such different material as yeast 
and human skin. The distillation of coal in gasworks 
yields carcinogenic tar, and workers in the tar and pitch 
industry are eligible for compensation if they contract 
cancer of the exposed skin. Apart from the carcinogens 
which may be formed as a result of the burning of 
tobacco, it is also possible, as Doll and Bradford Hill 
point out, that arsenic in the insecticides with which the 
tobacco plants are sprayed could act as a carcinogen. 

The practical question which the doctor in practice 
has to answer is whether any of his patients—for in- 
stance, those with smoker’s ecough—should be advised 
to give up smoking. In most textbooks of medicine and 
pathology reference is made to betel-nut chewer’s cancer 
of the mouth. This is accepted as a well-established 
case of causal relationship, yet the actual incidence of 
cancer of the mouth in the population at risk would be 
difficult to compute accurately, since the habit is almost 
universal in many Asian communities. Certainly most 
betel-nut chewers do not contract cancer of the mouth ; 
nor do many pitch and tar workers contract cancer of 
the skin, nor chimney-sweeps cancer of the scrotum. 
There is no evidence about the degree of risk which 
cigarette smokers take, but it does apparently increase 
in direct proportion to the amount smoked daily and to 
the total duration of the habit. 





. 





OF RELIEF IN RHEUMATOID 
ARTHRITIS 


Increased fat deposition is one of the signs of Cushing’s 
syndrome, many of the metabolic features of which are 
widely attributed to increased adrenal cortical activity. 
Knowledge of the alterations in fat metabolism caused 
by adrenal steroids is less far advanced than that of 
changes in carbohydrate metabolism. The deposition 
of liver glycogen which may be thus induced is accom- 
panied by hyperglycaemia and glycosuria. There is also 
known to oecur a process of gluconeogenesis where- 
by the conversion of amino-acids to carbohydrates is 
increased. This process will not account for the total 
increase in carbohydrate which may be observed— 
which suggests diminished utilization. Carbohydrates 
“ spared” in this way may undergo conversion to fat. 
Since Kendall’ showed that 11-dehydrocorticosterone 
could induce an increase in the total fat content of the 
mouse carcass there has not been much work on this 
problem, though Evans and his colléagues* succeeded in 
demonstrating that adrenocorticotropin had the same 
effect on hypophysectomized rats. Ingle and _ his 
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co-workers* also found histological evidence of fatty 
infiltration of the liver in rats “ force-fed ” with carbo- 
hydrates and injected with A.C.T.H. In spite of rather 
scanty evidence these workers felt there might be some 
impairment of liver function. It must be acknowledged 
that attempts to produce fatty infiltration of the liver 
with A.C.T.H. have not been uniformly successful, for 
Jefferies* found that, although pituitary extracts would 
cause this condition, A.C.T.H. would not. Payne,* in 
short-term experiments with mice, found the potency 
of the “fat mobilizing factor” of the anterior pituitary 
was not related to the adrenocorticotropic potency of 
the preparations employed. In spite of this, the effect 
seemed to be dependent on the normal activity of the 
adrenal cortex, which probably maintained a basic level 
of glycogen as an intermediate in the fat-mobilizing 
process. 

Against this background, which is not in all respects 
consistent, Archer® has lately propounded a theory that 
the beneficial effects of A.C.T.H. in rheumatoid arthritis 
may be dependent on the development of fatty infiltra- 
tion of the liver and consequent hepatic dysfunction. He 
compares some of the biochemical changes found in 
jaundice and pregnancy—conditions associated with the 
alleviation of rheumatoid arthritis—with some of those 
caused by injections of A.C.T.H. It is unfortunate that 
one of these changes, hypercholesterolaemia; is the 
reverse of that often observed after A.C.T.H. injection,’ 
and the only remaining feature in common appears 
to be decreased tolerance for carbohydrates. Archer 
states that gold, bismuth, and other drugs used in 
the treatment of rheumatoid arthritis are potentially 
damaging agents to the liver, and he puts forward some 
evidence to show that improvement after the adminis- 
tration of these drugs can be related to the appearance 
of abnormalities in the thymol turbidity, cephalin floccu- 
lation, and serum protein.* Many gaps need to be filled 
in before a theory such as this can be substantiated. 
Although it can be accepted that the adrenal cortex 
influences the deposition of body fat, the part it may 
play in inducing fatty infiltration of the liver is less clear. 
The deposition of fat in the liver which may occur in 
Cushing’s syndrome could to some extent be associated 
with the cardiovascular changes found in that condition. 
The relation of fatty infiltration of the liver to impair- 
ment of cellular function needs to be more precisely 
defined. The conjecture that the success of gold therapy 
in rheumatoid arthritis is dependent on changes in the 
liver must also be examined further. 





1 Conference on Motabvetts Aspects of Convalescence, 1945. Josiah Macy 
Foundation, New York, hy 
} Endocrinology, 1949, 44 Ti, 
Amer. J. Anat., 1948, 88,7 
td. clin. Endocrinol., 1949, > 937. 
Endocrinology , 1949, 45 305. 
sd: Amer. aa * Ass., 1950, 143, 570. 
5 Conn, nn, J. W., et al, J. Lab, clin. Med., 1950, 38, 504. 
Arch. int2rn. Med., 1949, 84, 3 


CANCER OF THE CERVIX 


Statistical studies of the same subject may point to sur- 
prisingly diverse conclusions, because different obser- 
vers may place different interpretations on the multiple 
variables concerned. Thus in the case of cancer of the 
cervix some investigators assess results on the basis of 
the clinical stage of the disease at the first full examina- 
tion, while others correct the stage when the findings at 
operation or necropsy show the clinical assessment to 
have been incorrect. This latter approach may at first 
seem more scientific, but where it is employed the results 
of operative treatment cannot strictly be compared with 
the results of radiotherapy because the stage of the 
growth is not estimated by the same process. Neverthe- 
less many facts of interest as well as of clinical signi- 
ficance are disclosed in three statistical surveys of cancer 
of the cervix which have been published in the last year. 
In the first of these, Maliphant’ in this Journal reviewed 
1,200 cases diagnosed between 1922 and 1946 and dis- 
cussed the incidence and the relative importance of 
certain factors predisposing to this form of malignant 
disease. He found that the age of maximum risk was 
between 55 and 59. This serves as a reminder that 
more than half of the cases of cervical carcinoma occur 
after the menopause, a fact also emphasized by the other 
two investigators, Harnett? and Morris and Meigs.? In 
Harnett’s 859 cases of cancer of the cervix the meno- 
pause occurred after the age of 48 years in only 17.8%, 
while in 288 cases of cancer of the body of the uterus 
the comparable figure was 30.4%. This lends support 
to the contention of Corscaden and Gusberg* that carci- 
noma corporis is commoner in women in whom the 
menopause has occurred later than the average. 
Maliphant calculated the risk of carcinoma of the 
cervix in any one year between the ages of 35 and 64 
to be 1 in 1,500 in parous women and 1 in 21,000 in 
single women. It is well known that cervical malig- 
nancy is predominantly a disease of parous women, but 
Maliphant observed that marriage alone, without preg- 
nancy, doubled the risk. Here again the three surveys 
are in agreement, but Morris and Meigs also found that 
marriage below the age of 20 was a significant factor, 
for 45.4% of their patients could be put in this group 
as against 18.6% for the general female population of 
Massachusetts. Their figures, however, like those of 
Lane-Claypon,* do not bear out Maliphant’s contention 
that the risk in the parous woman varies directly with 
the number of her pregnancies. None of the three 
surveys brought to light any evidence which directly 


1 British Medical Journal, 1949, 1, 978. 
: Brit. ng ee 3 a 0 138. 
C. tet., 

‘4 ys J. Obstet. Gynec., 7, 63, 419. 

5 Cancer of the one dhe on Public Health and Medical Subjects, No. 40, 
1927. H.M.S.O., London. 

6 Amer. J. pod Gynec., oe. Ss 851. 

7 Report of Discussion, ibid., 949, 58, 849. 
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incriminated the oestrogens as a cause of cancer of the 
cervix, and, in fact, in 75 of the 1,938 cases reviewed 
by Morris and Meigs bilateral oophorectomy had been 
carried out some years previously. In all three investiga- 
tions a varying number of growths are reported to have 
arisen in the cervical stump after subtotal hysterectomy. 
The number of such cases can be and should be reduced, 
because, as Morris and Meigs point out, the risk of 
stump cancer is greater than whatever additional risk 
there may be in performing total in preference to sub- 
total hysterectomy—assuming the operator possesses 
the degree of surgical skill expected of those undertaking 
major surgery. 

The commonest presenting symptom in cervical 
cancer is irregular or abnormal bleeding, often after 
coitus. In Harnett’s series this was so in 67.5% and 
in the American series in 86%. It is surprising, how- 
ever, to find that the second commonest presenting 
symptom (42%) in Morris and Meigs’s series was pain, 
for this is commonly believed to be a relatively late com- 
plaint. Harnett found that in over 25% of his cases 
there was a lapse of more than six months between the 
onset of symptoms and medical consultation, and that 
in 10% the doctor allowed more than one further month 
to elapse before carrying out a vaginal examination. 
These errors of omission which delay diagnosis must 
affect the prognosis in individual cases, for it has been 
clearly and repeatedly shown that the results of treat- 
ment depend directly on the stage of the disease at which 
it is applied. Strangely enough, however, both Mali- 
phant and Harnett found no close relation between the 
duration of symptoms and the stage of the cancer; 
indeed Harnett found the same five-year cure rate for 
cases treated within six months of the first symptom as 
for cases treated more than six months after the onset 
of symptoms. In Morris and Meigs’s series, however, 
there was a consistent relationship between the duration 
of symptoms and the stage of the disease; and their 
five-year cure rate was 10% higher when treatment was 
commenced before symptoms had been present for six 
months. 

There can be no possible doubt that early diagnosis 
must improve the outlook for the patient. For this 
reason the routine annual gynaecological examination 
of women over 35 has been recommended, but the 
number of cancers likely to be found in this way which 
would not otherwise have been detected would be rela- 
tively very small. Maliphant estimated that for every 
woman with cervicitis who developed carcinoma one 
thousand did not. The screening of women for uterine 
cancer by routine vaginal smears is employed in some 
clinics in the U.S.A., but this method is expensive, the 
number of trained cytologists is small, and there is at 
least a 10% false-negative rate. According to Novak* a 
positive test appears on the average once in every 500 


hours of cytological study. In Chicago recently a simple 
chemical test for cancer of the cervix has been dis- 
cussed.” As yet, however, none of these diagnostic aids 
is without some serious disadvantage, and none is a 
substitute for a competent vaginal examination and 
unrestricted recourse to biopsy. Meanwhile more should 
be done to inform, without alarming, the public of the 
importance of early consultation when gynaecological 
symptoms present, and the practitioner must regard the 
exclusion of cancer of the uterus as a necessity in all 
such cases. 








CIRCULATORY OVERLOAD FROM 
TRANSFUSION 


Now that it is so easy to obtain blood and plasma they 
tend to be transfused too readily. No transfusion should 
be given until the medical man in charge of a case is con- 
vinced that it is really necessary, and even then the ‘risks 
must be borne in mind. 

The dangers of whole blood and plasma transfusion fit 
into three main groups: first, immunological reactions ; 
second, the risk of serum hepatitis ; and, lastly, risks of 
circulatory embarrassment resulting from a too large or 
too rapid transfusion. This last hazard is common to all 
types of fluid administered intravenously. It can be 
avoided only by an accurate assessment of fluid needs, 
combined with a careful watch for the first signs of cardiac 
embarrassment during transfusion, especially a rise in peri- 
pheral venous pressure. The clinical signs of dehydration 


—a rising pulse rate and urine concentration, loss of skin: 


elasticity and ocular tension, with dryness of the tongue— 
may be confusing at times. When there has been no 
haemorrhage or loss of plasma protein, the plasma specific 
gravity measured by the copper sulphate method! is a 
useful guide. This test is rapid and simple; for every 
0.001 rise in plasma specific gravity above the normal level 
of 1.027 the patient may be presumed to lack 200 ml. of 
water. Again, blood concentration from dehydration can 
be assessed by determining the cell: plasma ratio with a 
haematocrit. This was seen to be especially useful in the 
late war during the treatment of burn shock, where rapid 
initial dehydration from exudation of protein and increased 
capillary permeability led to profound shock. Rapid and 
maintained plasma infusion to a normal and constant 
haematocrit value produced a steep fall in mortality.’ 
When post-haemorrhagic dilution has taken place the 
packed cell volume will give a reasonable index for blood 
replacement, cells from 500 ml. of blood being required 
to raise the average packed cell volume 5%. Where the 
haemorrhage is of unknown size and there has been no 
time for compensatory dilution of blood, but rapid trans- 
fusion is indicated, the estimate of quantity must be made 





1 Van Slyke, D. D., et al., J. biol. Cras ) 183, 331. 
3 Studies gf, Burns’ and Scalds. M.R.C. Special Report Series. No. 249. 


.G. , B., and Wylie, W. D., Lancet, 1945, 1, 531. 
5 Surg. Gynec. Obstet., 1950, 90, 455. 
y-Schafer, B. P., 


6 Sharpe fer. and Wallace, J British Medical Journal, 1942, 2, 304. 
? ‘er, B. P., ss 1945, 2, 
8 La y KJ. Urol., 1945, 64 err: 


® Bull, G. M., Joekes, A. M., "Law G., Lancet, 1949, 2, 229. 
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by noting the improvement of blood pressure, and fall in 
pulse rate, with improvement in peripheral circulation. It 
is in these cases that a rapid transfusion is most needed 
but the dangers of over-transfusion are still present. For 
example, Pierce, Robbins, and Brunschwig* recently 
reported a method of rapid blood transfusion by means 
of an oxygen cylinder and flow-meter connected to the 
air-induction tube of the standard blood-transfusion bottle. 
The combined risks of excessive transfusion and air embo- 
lism,* even with the most careful supervision, must out- 
weigh any possible advantages this technique might have 
in emergency treatment. 

Three groups of cases are especially sensitive to a too 
rapid or too large transfusion. First, there are those sub- 
jects in whom the myocardium is not normal. Holden, 
Cole, and Portmann’® stress again the dangers of overload 
in the atherosclerotic patient, or those with ischaemic heart 
disease. They point out that a rise in pulse rate and a fall 
in blood pressure during transfusion may not be an indica- 
tion of further haemorrhage but rather of developing heart 
failure from overloading with fluid. Here the clue to the 
true position is the progressive and persistent rise in 
venous pressure which will precede the onset of pulmo- 
nary oedema. A transient rise in venous pressure will 
occur in normal subjects transfused with large quantities 
of fluid, but it is accompanied by little change in pulse 
or blood pressure. In the second group typified by the 
severely anaemic patient, with a rapid collapsing pulse, 
warm pulsating extremities, high pulse pressure, and a 
raised venous pressure, even comparatively small transfu- 
sions may precipitate congestive cardiac failure.’ Here 
very cautious transfusion of packed red cells should be 
given, with careful observation of venous pressure. Any 
further rise in the already high venous pressure should 
call for either the slowing or the cessation of the transfu- 
sion. If heart failure occurs, raising the head of the bed 
to encourage venous pooling in the legs is useful, and 
intravenous digitalis should be given. The third group 
includes those cases in which, it has recently been sug- 
gested, death from anuric or oliguric uraemia is probably 
due to overloading with water and to tissue oedema rather 
than to so-called uraemic toxaemia.**® In this group it is 
important to restrict fluid, whether parenteral or by mouth, 
to a maximum 1,000 ml. more than the urine output for 
24 hours. This will allow for replacement of water lost 
insensibly in respiration, etc., and prevent over-hydration. 





ABDOMINAL ANGINA 


Discussion of intra-abdominal vascular disease is usually 
limited to a consideration of massive mesenteric throm- 
bosis or embolism with extensive infarction of the bowel. 
But there is evidence that abdominal pain or angina, com- 
parable to cardiac angina or to claudication of the 
extremities, may accompany arteriosclerosis in the mesen- 
teric vessels. It may also be possible that small infarctions 
of the intestine may heal without perforation if the ter- 
minal arterioles only are affected. Dunphy! reported that 


‘7 out of 12 patients fatally ill with massive mesenteric 


thrombosis gave a history of repeated attacks of abdominal 
pain, previously undiagnosed, preceding the fatal attack by 
months or years. Cushman and his co-workers? described a 


patient who was treated for mesenteric thrombosis and died 
from another cause six months later. Necropsy revealed 
a healed infarct of the ileum. The Massachusetts General 
Hospital has reported the case-history of a patient subject 
to recurrent attacks of abdominal pain who had had two 
negative laparotomies and was then found to have gross 
arteriosclerosis of the mesenteric vessels and a fresh occlu- 
sion of the superior mesenteric artery.* Berman, and 
Russo‘ have described the findings in a patient in whom 
abdominal pain was thought to be due to abdominal 
angina. This patient, a woman of 72, had had cramp- 
like pain for four weeks, more severe in the left side of 
the abdomen. For one week the pain was almost periodic, 
coming on two hours after eating. It was worse after large 
meals. The bowels were normal, and no melaena had 
occurred. A laparotomy was performed because of in- 
creasing pain and tenderness, and a moderate amount of 
serosanguineous fluid was found in the peritoneal cavity, 
together with numerous fine, flame-shaped haemorrhages in 
the mesentery of the middle part of the jejunum adjacent 
to the bowels. In the centre of this area there was a 
partially organized infarcted area (about 5 cm. in length) 
of the small bowel, with dimpling and contraction of the 
serosa. Peristaltic waves passed through this area, and it 
was decided to close the abdomen. Subsequently, by avoid- 
ing large meals, she had only occasional episodes of abdo- 
minal colic. Unexplained abdominal pain in the elderly 
is a not uncommon clinical problem, and a vascular cause 
should be included in the differential diagnosis. Berman 
and Russo consider that pain—“ abdominal angina *—may 
arise from ischaemia associated with arteriosclerosis with- 
out infarction, but it is perhaps more probable that minor 
degrees of infarction are the cause of the more prominent 
symptoms. 





COLONIAL HEALTH SERVICES 


The standard of health in the colonial territories has greatly ° 
improved since the end of the war. A Command Paper‘® 
recently presented to Parliament by the Secretary of State 
contains some encouraging statistics. The health returns 
from Singapore, Malaya, and Hong Kong have improved 
each year since 1945. Singapore now claims to be the 
healthiest seaport in the East, with a death rate in 1949 
as low as that in England and Wales, and an infant mor- 
tality of 72, compared with 130 ten years ago. In Cyprus 
in 1949 the death rate was one of the lowest in the world, 
and here the infant mortality has fallen from 180 to 70 in 
seven years. In the West Indies group, including Jamaica 
and Trinidad, the average length of life since 1921 has 
increased by more than fifteen years. The main cause for 
these improvements is the effective control of malaria, facili- 
tated by the development of the new insecticides, parti- 
cularly D.D.T., which may also prove to be hardly less 
effective in combating the tsetse fly. Other successes 
recorded are with chloramphenicol in treating scrub typhus 
in Malaya, the sulphone-derivatives in treating leprosy, 
and B.C.G. vaccine in preventing tuberculosis. The general 
policy of the medical administration is to push B.C.G. 





1 Amer: J med. Sci., 1936, 192, 109. 

2 Ann. Surg., 1941. 114, 672. 

3 New Engl. J. Med , 1949, 240, 262. 

4 Thid., 1950, 242, 611. 

5 The Colonial Territories (1949-50). Cmd. 7958. London: H.MS.O, 
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vaccination on the widest possible scale. In Kenya an ex- 


tensive survey of the extent of tuberculosis has been com-_ 


pleted, and progress along the.same lines is being made in 
Northern Rhodesia and Uganda. An anti-tuberculosis 
campaign is proceeding vigorously in Fiji and in the Far 
East. Out-patient clinics have been established in the West 
Indies as adjuncts to sanatorium treatment. 

The provision of sufficient hospital beds for the curative 
services remains an acute problem almost everywhere, but 
many hospital extensions have lately been made. In Nor- 
thern Rhodesia (Broken Hill) a large hospital is nearing 
completion ; new hospitals have been opened in the Somali- 
land Protectorate and in Zanzibar ; plans for an ambitious 
scheme for the teaching hospital in Jamaica are well under 
way ; and in many parts of the colonial territories new hos- 
pitals or special units have been set up. These territories 
comprise a population of 70,000,000 and an area of 
2,000,000 square miles, and are highly varied geographically, 
economically, and culturally. The medical and health ser- 
vices must be adaptable, and much use is being made of 
mobile teams. There are mobile child-welfare clinics in 
Fiji and other territories, mobile health clinics in Cyprus 
and Malaya, and in Sarawak a system of mobile maritime 
dispensaries—ultimately to number fifteen—is being estab- 
lished. Though the medical work is so varied, the factor 
which militates most strongly against the development of 
the health services is the continuing shortage of fully quali- 
fied doctors. Recruitment of new staff during the year 
1949-50 has not at any time kept pace with requirements, 
and at“the end of the year the outstanding vacancies for 
medical officers totalled almost 200. Under a six-year 
scheme inaugurated in 1947 the Nuffield Foundation has 
made it possible for distinguished consultants to visit East 
and West Africa. Visits were paid last year by specialists 
in ophthalmology, paediatrics, internal medicine, venereal 
diseases, iridustrial health, and tropical medicine. All were 
completely successful and highly appreciated by the medi- 
. cal officers and Governments concerned, and it is clear 
that the scheme will do much to keep progress in all 
branches of medicine in the African. colonial territories in 
line with modern trends in the United Kingdom. 





HETRAZAN AND FILARIASIS 


There is now little doubt that “ hetrazan ” (1-diethyl carb- 
amyl-4-methylpiperazine hydrochloride) is to a certain 
extent an effective remedy against infections by filarial 
worms, especially Loa loa, the causal agent of Calabar 
swellings, and Wuchereria bancrofti, the main causative 
agent of filarial elephantiasis. Maldonado and his col- 
leagues,’ for instance, in Puerto Rico, found that in a 
Government-supported home for boys 31 of the 297 in- 
mates harboured the microfilariae of W. bancrofti. No 
anti-mosquito measures of any sort were undertaken, and 
biting was practically unlimited ; but hetrazan was given 
to 30 of those infected, a dose of 2 mg. per kg. body weight 
being administered three times a day at meal-times. At 
the end of a 21-day course 26 boys were free from micro- 
filariae, and as a result of the reduction in microfilariae 
the incidence of infected mosquitoes, Culex quinque- 
fasciatus, immediately fell very considerably. Similarly 
Hewitt and his colleagues? gave 100-mg. tablets three 


times a day for seven days to adults and proportionately 
less to children throughout the West Indian Island of 
St. Croix. Before treatment 15.9% of the population had 
been infected: a year later only 6.7% were positive, and, 
even when present, the numbers of microfilariae were then 


so low that most cases were probably not infective to . 


mosquitoes. Although there were some minor complaints 
no serious reactions occurred, and in general treatment 
was well tolerated. The only reactions of any severity 
have been those reported in British Guiana, and even there 
they were few and far between.* 

The mode of action of hetrazan is obscure. Although 
Hewitt and his colleagues* found that in frogs hetrazan 
directly affected the microfilariae of Folyella dolichoptera, 
no similar action has been seen on the microfilariae of Lito- 
mosoides carinii in the cotton rat. But Hawking and his 
colleagues® bring forward evidence to show that the drug 
acts like an opsonin, rendering the microfilariae susceptible 
to phagocytosis when they are present in the liver though 
they are less susceptible when they are in the spleen 
and marrow. The store of microfilariae in the pleural 
cavities is not destroyed, because no active phagocytic 
mechanism is present. Jn vitro hetrazan has no discernible 


effect on adult worms, but in vivo an intensive course of . 


hetrazan was found to kill 9.3% of 431 adult female worms, 
whereas in control untreated animals only 0.76% of the 
worms died. Male worms of the cotton-rat filaria appear 
to be less susceptible than the females. Filarial worms 
present in the mosquito are unaffected. It seems probable 
that with Loa loa in man microfilariae also are much 
more susceptible than adult worms to hetrazan, though, 
as Stefanopoulo* has pointed out, adults may sometimes 
appear under the skin, die, and be absorbed or form small 
cysts. 

To be effective in human beings one course of hetrazan 
is rarely enough ; there is still need for more active com- 
pounds, and Sewell and Hawking’ have tested no fewer 
than 280 compounds in cotton rats infected with the filarial 
worm Litomosoides carinii. Activity was limited to certain 
groups. All the antimony derivatives studied had an action 
on adult worms, as had 4 out of the 12 arsenicals investi- 
gated. Some activity against adult worms was found in 
23 of 35 anil- and styryl-quinolines and benzthiazoles, and 
in two phenanthridinium salts and a cyanine dye as well. 
However, clinical trials in man on this type of com- 
pound have not been very ‘encouraging.® In_ the 
diguanide series proguanil was the only one that was 
slightly active. Curiously enough, of all the substances 
tested only two showed any direct action on microfilariae 
—hetrazan and N: N: N: - trimethyl - N - diethylcarbamyl 
ethylene diamine. For the present, therefore, hetrazan, 
combining low toxicity with considerable chemothera- 
peutic activity, must be considered the most promising 
drug for the treatment of human filariasis. 





1 Maldonado, J. F , Hern&ndez Morales, F., Vélez Herrera, F., and Thillet, C. J., 
Puerto a é Hith, 1956, 25, 291. 
2 Hewitt, R +» White, E., , Hewitt, D. aB-, Hardy, S. M., Wallace, W. S., and 


. : . Med. . 
8 Kenney, M., and Hewitt, R., ibid., 1949, 29, 89. 
ushner, tewart, H. W., White, E., Wallace, W. S., and 
SubbaRow, ¥., TZ. Lab. clin: Med., 1947,'32, 1314. ‘ 
5 Hawking, F., Sewell, P., and Thurston, J. P., Brit. J. Pharmacol., 1950, &, 217. 
pene , G. J., B.M.A. Proc. Ann. Meet.,1949, p. 283, London. ' Butter- 
worth an 
+ § Sewell, P.. op6 ontinn F Brit. J. Pharmacol., 1950, &, 239. 
8 Peters Vai A D.. jun., Higashi, A., and Welch, A. D., 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


PINK DISEASE 


W. S. CRAIG, M.D., F.R.C.P.Ed., F.R.S.Ed. 
Professor of Paediatrics and Child Health, University of Leeds 


Pink disease is a clinical entity met with only in children. 
Most cases occur between the ages of 6 months and 3 years. 
The disease shows no predilection for either sex. Breast- 


fed infants enjoy no special immunity. There is a marked | 


seasonal incidence, the majority of cases in this country 
occurring between December and April. Although statistics 
are not available there are grounds for believing that year- 
to-year variations in the incidence of pink disease are 
related to the severity of the winter, and that children in 
rural areas are more liable to develop the condition than 
those living in cities. 

The condition is of particular importance to the family 
doctor because in the early days it may give rise to 
suspicions of one of the commoner infectious diseases, and 
because the exacting demands of the patient over a pro- 
longed period inevitably disturb household routine. Treat- 
ment is dependent for success upon patience on the part 
of both family practitioner and parents, and upon the 
family doctor’s ability to retain the confidence and co- 
operation of the mother. 


The Fully Developed Clinical Picture 


In its fully developed form the clinical picture of pink 
disease is unmistakable. The appearance of the child is 
one of abject misery. He is peevish and fretful, and whines 
unceasingly. Pathetically resigned to the misery of his own 
condition, he vents his irritability on others only when 
disturbed. He shows no response to any form of attention 
and is completely disconsolate. He resents approach, 
but is equally discontent when left to his own resources. 
All interest in toys is lost. Food has no attraction, no 





Fic, 1.—A typical attitude: the child is scratching his back, chewing 
his arm, and rubbing his feet together. 


matter how varied or how attractively prepared. The 
child dislikes facing the light. Photophobia is common but 
may be absent, and when present it may be severe or slight. 
Aversion to light leads the child to turn his back to the 
window and to bury his head in the pillow or assume the 
so-called knee-elbow position. Whatever his position, he 
is never still, continually scratching himself, rubbing his 
hands and feet, or chewing his fingers (Fig. 1). If weakness 
keeps him recumbent he wriggles and writhes incessantly 
(Fig. 2). He may even pull his hair out. In its 
extreme form restlessness ceases only when, with fatigue 
added to weakness, the child falls asleep through sheer 
exhaustion. When this takes place sleep usually occurs 


during the day, the child continuing to be noisy and restless 
during the night. 

The erythematous changes which have given rise to the 
name pink disease are to be looked for in the hands and 
feet. When dry and warm the extremities are bright pink 
If cold and clammy they have a bluish-red 


in colour. 





Fic. 2.—The child wriggles and writhes on his abdomen. There is 
an extensive erythema, wasting is severe, and the hair has fallen out. 


appearance. The discoloration is most pronounced in the 
tips of the fingers and toes. Proximally it lessens in 
intensity and is scarcely perceptible above the level of the 
wrists and ankles. The erythema may vary from time to 
time in intensity and, less often, in extent. It may disappear 
completely, only to reappear. In addition to being dis- 
coloured the extremities are “ puffy ” or swollen, but there 
is no pitting oedema. 

The skin over the affected parts has a glazed appearance 
and is often the site of local desquamation. Extremities 
showing these 
changes have been 
aptly described as 
looking like “raw 
beef” or “ washer- 
woman’s hands” 
(Fig. 4). Sensory 
changes occur and 
account for the local 
irritation evidenced 
by infants and for 
the feelings of ting- 
ling and numbness 
described by older 
children. Handling 
or manipulation of 
the extremities does 
not cause pain. The 
erythematous 
changes are not al- 
ways confined to 
the hands and feet. 
Bright redness of the 
cheeks or of the nose 
may first attract at- 
tention, but is not 
met with in_ the 





Fic. 3.—Another typical attitude in a 


child who has been disturbed. Peevish- 
ness, photophobia, wasting, hypotonia, 
and swelling of the feet are all evident. 
(Professor Charles McNeil’s case.) 
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absence of changes in 
the hands or feet. 

Excessive sweating 
is common and may 
become so profuse 
that the patient is 
literally drenched in 
perspiration many 
times daily. Persis- 
tent and profuse 
sweating in an 
afebrile child of un- 
der 3 years of age 
should always raise 
the question of pink 
disease. Sweating is 
accompanied 
by thirst, but by a 
thirst which is not 
commensurate with 
the amount of fluid 
lost via the skin ; the 
former gives rise 
to a sudaminal rash 
which adds to the 
patient’s acute discomfort. Occasionally sweating is absent. 
In that event the dry powdery skin covering the emaciated 
trunk and limbs contrasts strikingly with the sodden condi- 
tion of the hands and feet. 

Invariably. lack of sleep, loss of appetite, unrelieved 
fatigue, and profuse sweating contribute to a severe loss 
in weight and to a state of unmistakable physical weakness. 
The abdomen may.be scaphoid. These developments are 
accompanied by a generalized loss of muscle tone. The 
degree of hypotonia is so extreme as not to be entirely 
accounted for by the physical condition as a whole. Indivi- 
dual muscles or muscle groups lack bulk—and such bulk 
as they possess moulds readily in response to the gentle 
pressure of the bed-clothes with which they are in contact. 
Equally striking is the impression of a jelly-like consistence 
obtained by the examiner on gently palpating or handling 
the muscles. The tendon reflexes may be diminished or 
absent, but there is no muscular paralysis in the strict sense 
of the word. 

Tachycardia is present in all cases, and is usually so pro- 
nounced that it can be confidently recognized despite the 
fretful reaction of these children to examination. The blood 
pressure is appreciably raised, but ‘confirmation of this is 
not necessary for the purposes of diagnosis. In an uncom- 
plicated case the temperatuye is normal or slightly below 
normal : and there are no characteristic changes in the 
blood picture. 








fic. 4.—Showin 
misery, the “ raw 


the picture of abject 

f” hands, and pro- 
nounced photophobia. (Professor Charles 
McNeil!’s case.) 


Development of the Picture 


Such, then, is the clinical picture in fully developed form 
reached gradually over a period of several weeks. Rarely 
is the onset sudden. Usually it is gradual. In retrospect 
the earliest signs or symptoms are recognized as having 
been those of a mild upper respiratory catarrh. The catarrh 
may consist of little more than a discharging nose. There 
may or may not be slight fever. Not infrequently this is 
the only febgile phase during the entire course of an uncom- 
plicated case of pink disease. Sometimes the catarrh tends 
to persist. More usually it simulates a mild coryza, dis- 
appears in less than a week, and is regarded at the time 
as having been a passing incident. A few days elapse, and 
then it is noticed that the child is not his usual self. The 
mother is disappointed that he has not improved according 


to her expectations and may even decide that “ perhaps 
after all he has had an attack of influenza.” More than any- 
thing else the child remains strangely restless : peevishness 
is added to restlessness, appetite is lost, and sleeplessness 
follows. In these circumstances any suggestion of photo- 
phobia should lead to a tentative diagnosis of pink disease 
even in the absence of discoloured or swollen extremities. 

The more gross changes which occur in the hands and 
feet are preceded by the appearance of a general erythema 
covering limbs and trunk alike. The erythema is of a 
transient nature. After a varying interval of time it loses 
its general character and fades away over the trunk and 
limbs while becoming intensified in the hands and feet. 
When this stage has been reached there can be no mistaking 
the diagnosis. Symptoms may continue to worsen, but not 
necessarily so. Improvement can, and often does, set in 
without development of the complete clinical picture which 
has been described. In a case of average severity the clinical 
climax is reached in some six to eight weeks. 


The Stage of Recovery 
Whether signs and symptoms are of severe or moderate 
degree the disease runs a long course. In the mildest cases 
recovery takes six to eight weeks (Fig. 5). In general it 














Fic. 5.—A child has passed the clinical climax but still 
shields his eyes from the light. Note the loose “ pendu- 
lous ’’ musculature of the limbs. 





can be said that the time taken to reach the stagé of 
clinical climax corresponds approximately to the further 
time required for symptoms to disappear completely- In 
the severest cases : 

twelve months may 
elapse from the on- 
set of the disease 


before symptoms 
finally and com- 
pletely disappear. 


The trials of slow 
recovery are aggra- 
vated by the ten- 
dency for progress 
to be erratic and for 
relapses to occur. 





Complications 

Estimates con- 
cerning the incidence 
of fatal results vary 
from 5 to 10%. 
Intercurrent _infec- 
tions constitute the 
main threat to life. 
Of these the most 
serious is broncho- 


! infected skin 
> is severe and 
extremities are swollen and discoloured. 


Tic. 6.—Secondarily 
lesions. Wasting 
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Fic. 7.—Swollen, deeply coloured, unhealthy gums. 
teeth subsequently fell out. 





The incisor 


pneumonia. Exceptionally, sudden unexpected death 
follows acute cardiac failure. Pyelitis and otitis media 
may develop and the stools may become fetid. Trophic 
lesions are common, more especially in severely debilitated 
cases running a prolonged course. Rashes and other skin 
lesions which have become secondarily infected are slow to 
heal (Fig. 6). 

_ If there is secondary infection the glands draining the 
affected areas become enlarged and sometimes tender. 
Fingers which have been rubbed or chewed are apt to 
become the site of resistant pulp or nail-fold infections. 
The hair may fall out. Frequently the gums are unhealthy 
in appearance, being swollen and of an unusual deep 
mulberry colour (Fig. 7). Gingivitis and stomatitis soon 
follow if measures are not taken to prevent the child biting 
his hands and fingers. When this occurs the teeth may fall 
out. Rectal prolapse is the commonest of the less serious 
complications. Children recovering from pink disease do 
so completely, except in so far as chest complications 
may result in varying degrees of pulmonary collapse and 
septic skin conditions may leave permanent scarring. 
Second attacks of pink disease do not occur. 


‘ Aetiology _ 

The cause of pink disease is unknown. Allergy, endo- 
crine dysfunction, toxicity due to arsenic and ergot, and 
photo-sensitivity have all been suspected in their day. 
Within recent years it has been suggested that mercury 
contained in medicinal tablets, ointments, or teething 
powders may be a contributory cause. This view is based 
on the finding of large amounts of mercury in the urine 


_ of children in whom a diagnosis of pink disease has been 


made and who have been given mercury in one of the forms 
mentioned. By no means all children excreting mercury 
in the urine show signs of pink disease, and it is possible 
that the development of the condition may be dependent in 
part upon individual susceptibility to mercury intoxication 

The significance of mercury as an aetiological factor 
must be looked upon as sub judice. The same may be 
said concerning prevailing theories that pink disease is a 
deficiency disease or a virus infection. Suspicions that 
pink disease was a form of polyneuritis stimulated trial of 
intensive vitamin B and liver therapy. Pioneer work along 


these lines gave promising results which have not been 
universally substantiated by subsequent clinical experience 
or by experimental studies. Those who favour the theory 
that pink disease is a virus infection are influenced by the 
catarrhal symptoms at the time of onset ; by the liability 
of cases to occur in small local “crops” ; and by recorded 
findings, at the few necropsies which have been carried out, 
of diffuse infiltrative lesions involving the cord and brain 
substance and of degenerative changes affecting the peri- 
pheral nerves. 
Management and Care 


The diagnosis of pink disease calls for a frank explana- 
tion of the implications. There is no specific treatment. 
Parents are readier to accept what is,. after all, an 
unpalatable fact if they are at the same time told of pre- 
vailing doubts concerning aetiology. Mention of infection 
will prompt the question, “Is it catching ?”. The parents 
can be unhesitatingly reassured that there is little likelihood 
of any other member of the household contracting the 
condition. Recorded instances of two children in the same 
household suffering simultaneously from pink disease are 
few in number. On the other hand, it is not altogether 
rare for two members of a family to develop the condi- 
tion at widely separated intervals—usually of years. 

Inevitably the mother or father will ask concerning the 
desirability of hospital care. Many factors have to be taken 
into account in giving an answer. Whatever the ultimate 
decision the parents must know of their child’s increased 
susceptibility to secondary infections and of the risks of 
his contracting such an infection in hospital. The mothet 
should be told, and told with conviction, that she has it 
in her power to make a special contribution to the care 
of her child. 

No matter the ideal, however, there is no escaping the 
practical difficulties. The mother may be too exhausted 
or her duties in the home may be such as to rule out any 
question of the child’s being retained at home. Other 
circumstances peculiar to the home may point to the neces- 
sity for transfer of the child to hospital. So may the 
condition of the patient himself. The state of his skin and 
mucous membranes may call for more continuous nursing 
care than the district nurse can be expected to give; or 
the child may be so reluctant to take food that gavage in 
hospital is essential. In giving his advice the family doctor 
will be influenced by his knowledge of the facilities offered 
by whatever hospital he has in mind. 

If it is decided to treat the child at home, full advantage 
should be taken of any home nursing service in the locality. 
Provided always that the suggestion appeals to her, steps 
should be taken to relieve the mother of some of her routine 
household duties by applying to the medical officer of 
health for the services of a home help. Alternatively, the 
help of an understanding relative or neighbour can be 
enlisted. Where arrangements of this sort are impracticable, 
a not altogether satisfactory compromise can sometimes 
be effected by temporarily admitting the child to hospital 
during such time as the mother gets a much-needed short 
rest. 

For home treatment a room should, if possible, be 
selected which is quiet and well ventilated, which can be 
shaded without being completely darkened, and in which 
there is space for a couch or bed where the mother can 
rest during such time as the patient is asleep. An even 
room temperature in the neighbourhood of 60° F. (15.5° C.) 
should be maintained. Unless compelled by weakness to 
remain in bed the child should be allowed up for short 
periods once or twice daily, provided that he does not over- 
fatigue himself and provided that he is protected from 
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draughts. With the disappearance of tachycardia the 
patient can be allowed out of doors, but must in the first 
instance be protected from direct sunlight, extremes of 
temperature, and boisterous winds. 

The child should be given a warm as distinct from a 
hot bath morning and evening. In order to soothe and 
lessen skin irritation boric crystals (2 0z.—57 g.) should be 
added to each gallon (4.5 litres) of bath water. A preferable 
alternative is to bath the child in warm normal saline. Soap 
should not be used. Bathing must be followed by careful 
drying with a warm towel and by the application of pulver- 
ized fuller’s earth or of a high-grade baby dusting powder. 
Calamine lotion is commonly used, but is less effective. 
Special attention should be paid to situations where there 
are opposed skin surfaces. The eyes should be bathed 
and the mouth rinsed with normal saline or boric lotion. 
Clothing ‘must be light, and the garments next to the skin 
should be of cotton or silk. Frequent changes of clothing 
are necessary to avoid chilling while sweating persists. 
Cardboard splints may have to be applied to the limbs to 
prevent rubbing. Cotton mittens and socks are useful in 
protecting the hands and feet. 


Feeding 

Every effort must be made to ensure that the child obtains 
adequate nourishment despite his lack of appetite. If the 
mouth and gums are tender he should (depending upon his 
age) be fed by feeding-bottle or by a feeder to the spout 
of which a soft rubber tube has been attached. The use 
of metal spoons should be avoided as being likely to cause 
pain. Nourishment should be given frequently—hourly 
if necessary—in small amounts, and lukewarm or cold 
according to the child’s preference. According to age, 
chicken jelly, coddled egg, barley jelly, fruit jelly, the cream 
of fresh milk, and ice-cream (from a reliable source) can 
be offered. With improvement of appetite in a child of 
over 9 months choice can be extended to include “ smooth ” 
items of semi-solid nourishment such as Benger’s food, 
cornflour pudding, carefully prepared oat flour, egg custard, 
and fruit juices. Ata later stage calves’ liver, chicken, and 
rabbit (all of which should be pounded) and creamed 
vegetables can be gradually added. Hard or “crumbly” 
items of diet should not be given until the child shows a 
readiness to take them. At all times fluids should be allowed 
generously in the form of diluted milk, provided it does 
not prove nauseating, or of fresh fruit juices, suitably 
diluted and sweetened. The aim should be to establish the 
child on a full diet as soon as he is able to tolerate it. 

Although there is;no proof that pink disease is of itself 
a deficiency state the debilitated condition of the child with 
pink disease requires that an adequate vitamin intake 
should be assured. In a severe case it is a wise precaution 
daily to give cod-liver oil (in amounts corresponding to 
1,500-2,000 i.u. of vitamin D), ascorbic acid (50 mg.), and 
one of the reliable preparations of the vitamin B complex. 


Sedation 


The restlessness and lack of sleep call for sedation. 
Chloral hydrate is the drug of choice (1-3 gr.—0.06-0.2 g.). 
On occasion potassium bromide (2-5 gr.—0.13-0.32 g.) is 
effective when chloral fails, but is apt to give rise to a 
bromide rash. Sometimes a combination of the two drugs 
gives the best results. Exceptionally, recourse to pheno- 
barbitone for a limited period of time is necessary. Medica- 
ments, no matter what their form, known to contain mercury 
should not be given ; it should be remembered that teething 
powders are suspect in this connexion. The risk of 
secondary infections has been mentioned. Penicillin or 


sulphonamide therapy is indicated when these threaten, but 
is not to be regarded as an essential part of routine treat- 
ment. Atropine has been employed as a means of control- 
ling the sweating, but the advantages are more than offset 
by the aggravation of thirst which results. Artificial sun- 
light and massage therapy are of value after symptoms of 
irritation and photophobia have disappeared and when the 
stage of convalescence is being approached. A simple 
bitter tonic is useful at this stage. 

Ideally, the city child should be sent to the country for 
convalescence—preferably inland rather than to the seaside. 
In her own interest the mother should if possible accom- 
pany the child. Follow-up care must have as one aim the 
prevention of delayed respiratory complications. 

I am indebted for the illustrations to Mr. W. Blackledge, Depart- 
ment of Photography, the University of Leeds, and to Mr. J. 


Hainsworth, Department of Medical Photography, St. James’s 
Hospital, Leeds. 
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DISORDERED SOCIETY 


BY 
R. N. TRONCHIN-JAMES, M.R.C.S., L.R.C.P. 


Working in an international organization for the care of 
refugees, in Austria, over a period of some 18 months, my 
attention has been drawn to interesting behaviour patterns, 
which, as I shall try to show later, seem to lend themselves 
to a more general application—that of human behaviour in 
the insecure and disordered world that we live in at 
present. After all, the refugee is the physical example of 
the insecurity that may overtake any of us. 

The subject being complicated and controversial, only 
brief mention can be made of those working for or with 
the refugees and their motives for doing this work, and 
of the attitudes of the members of the occupying Power, 
the Austrian authorities, the voluntary agencies (mostly 
of various religious denominations), and members of 
missions sent by Governments to select candidates to 
emigrate to their various countries. 

In the area to which I refer the organization employed 
an international staff of 45, comprising 12 different nation- 
alities, to supervise the care of the refugees. A temporary 
organization of this type and size had not existed before, 
and many of the posts had no parallel elsewhere, so that 
the holders often had had entirely different training for 
doing the same job. For instance, “eligibility officers” 
decided whether a refugee should be accepted as a respon- 
sibility of the organization (with enormous advantages to 
the small proportion of stateless people who were entitled 
to this privilege), and “resettlement officers” gave the 
opportunity for and facilitated emigration. Such profes- 
sions have not existed before and probably have no future 
to them, yet their incumbents were of overwhelming impor- 
tance to the refugees. 

The members of the occupying Power mostly dreamt 
of returning home, and anticipated fate by living a life in 


these alien fields as akin to that at home as possible. They . 


were nominally all-powerful in the life of the organization 
and of the refugee, but—with rare, though important, 
exceptions—avoided contact with the problem except at 
the highest levels, where it could not be avoided. At 
times the Austrians performed their obligations to the 
refugees, which were considerable, only under duress. 
The mission members were treated with particular respect, 
because it was they alone who could achieve the most 
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important work of the organization, by selecting candidates 
to emigrate to their respective countries. That they also 
suffered from the frustrations and insecurity of modern life, 
even with their diplomatic passports and privileges, was 
nicely demonstrated when (in the middle of its work inter- 
viewing refugees) the members of the mission of a certain 
South American republic heard of a revolution in their 
country that made refugees of them also. The feelings 
of the candidates they had accepted for emigration, a work 
of course nullified by the upheaval, can be imagined. 


Observations on Refugees in the Field 


In dealing with a subject where so many factors come into 
play it is necessary to pass from the general to the particu- 
lar. I shall limit myself to consideration of the non-Jewish 
refugees, and give a few rough statistics. Though a large 
number of statistics are available, I find that their value 
is vitiated by many factors, such as the transient nature of 
some of the population (a pogrom in Bucharest would pro- 
duce two trainloads of Jews, who would depart just as 
rapidly to Israel as soon as arrangements were made) and 
the unevenness of the standard of data upon which the 
statistics were based: the figures I use are adjusted for 
such factors so as to have statistical value. My observa- 
tions are mainly personal, though confirmed by discussions 
with others trained to observe and working in the same 
field. 

Over the 18-months period some 30,000 non-Jewish 
refugees were in my medical charge ; my work was largely 
administrative, with from 45 to 60 doctors and numerous 
ancillaries to assist me, and with a general hospital of 300 
beds, a children’s home, and other necessary installations. 
I had occasion to indulge in clinical medicine on few occa- 
sions only, such as when I discovered that the physicians 
at the hospital did not ask for, nor the pathologists know 
how to determine, the rhesus blood factor. My work went 
far beyond the fields of administrative medicine, because 
of the opportunity and co-operation of those in other 
branches of the organization. 

The refugees referred to were ex-Allied nationals who 
had been deported by the Germans as slave labourers, 
or those who had fied for political reasons from Com- 
munist-occupied countries. About half of them lived, com- 
pletely dependent on the organization, in hutted camps (or 
former barracks), where they received all the essentials of 
life free—lodging, food, fuel, medical care. 


Refugee Population Under Consideration 











Oct. 1, 1948 March 31, 1950 
Livingincamp .. 12,450 6,000* 
Living out of camp 11,482 4,294 
Total eligible refugees 23,932 10,294 








Resettled or repatriated during this period: 17,000 refugees. 


* Including the following in medical installations: 254, Refugee General 
Hospital anes. Chronic Sick Home; 254, Old People’s Homes. 





The chief object of our work was, however, resettle- 
ment—that is, to encourage and facilitate emigration of 
the refugees to countries where they could become citizens ; 
a few refugees also were repatriated to the countries of their 
origin in accordance with their wish. They consisted of 
nationals of all the countries of Eastern Europe, the first 
wave from the Baltic and Ukraine, and later from the 
Balkans, Czechoslovakia, and Hungary.t 


+The Yugoslavs formed the biggest group, followed closely by the 
Hungarians. Next came the Ukrainians, then Czechs, Poles, and 
Russians. The Rumanians and Balts were the last considerable 


group. 





In about the same proportion as a typical community in 
Europe they consisted of aristocrats and professional and 
working classes. I cite a few examples : 

A Czechoslovak, a prosperous lawyer of middle age. His 
grandmother was a Jewess, and under the Nazis he was put 
in a concentration camp ; with the Allied victory he regained 
possession of his practice and his house, but when Czecho- 
slovakia acquired a Communist Government he was adjudged 
a “ bourgeois ” and dispossessed once more. He fled to Austria. 

A Bulgarian peasant who owned a few acres and two cows ; 
he was an ardent Catholic, and fled when the Communists took 
over his country. 

An Estonian father and son, farm labourers, who were 
deported by the Germans in 1940 for slave labour. They got 
into Austria when the war came to an end, but have heard 
nothing from the rest of their family, who remained in Estonia. 
The father has an injured leg from an accidesit and, being 52, 
was not accepted by any country for emigration ; the son refuses 
to leave without him. 

A Yugoslavian coal-miner. He was a trade unionist, and, 
although a poor man who earned his living hewing coal, he 
had to flee when his brother was put into prison for his acti- 
vities with the trade union. 

A Hungarian count. His house was occupied as a school 
and his land taken away. The secret police were interested in 
him because he was receiving letters from abroad; he was 
warned that he was going to be arrested as a spy, so he fled the 
country. j 

About half the refugees fled their countries with their 
families, taking very little. with them.. The “hope that 
springs eternal in the human breast” did small service to 
refugees ; hardly any of those with whom I had dealings 
made preparations against such an eventuality. A typical 
example was a friend of mine, a member of an old Czech 
family who had vast wealth and estates. When he fled he 
did not have any ready cash in the house, and the family 
jewels were inaccessible in a bank : he left literally in the 
clothes he stood up in. 

These refugees lost nearly all those material things and 
psychic factors that give a sense of security. Not only were 
they no longer members of a “ fatherland ”,; they had lost - 
membership of their village or town community, of their 
social or professional group. Even if they found work they 
were badly paid and in a disadvantageous position in com- 
parison with the native workers. They held most tenaciously 
to what they still possessed, and most important of all were 
any family members who had escaped with them. 

A family of seven members—father and mother in their early 
forties, two sons, a daughter and son-in-law, with a baby— 
refused a most advantageous resettlement offer (where the father 
could work in his own profession as an engineer) because they 
could not take along their 82-years-old ailing grandmother. The 
father continues his job as luggage porter at the local station 
for a pittance. 

There are many such examples. So much having been 
given up when they fled as refugees, it was tragic to see 
the future of a whole young family sacrificed for the sake 
of one senile member. The enormous importance of this 
factor was overlooked administratively when setting up 
installations such as for vocational and rehabilitation train- 
ing; it proved impossible to get the candidates to leave 
their families for a few months to travel a few dozen miles 
to enjoy the advantage of such training, which might be 
vital in getting them accepted by a country for resettle- 
ment. The difficulty in persuading a family to move from 
one pitiful room in a hut to another in a camp 10 miles 
away was another example of this conservatism : the room 
contained the few possessions they had escaped with or 
since acquired ; they feared to change the room, feared 
that unimaginative bureaucracy would put their possessions 
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in store and not allow them to be used in their new habita- 


tion, or that they would get lost en route. 


They clung also to their identity of national origin. In 
spite of their all being reduced to kinship at the lowest 
common denominator of existence—demand for security, 
warmth, food, and a roof—they maintained this identity. 
I had to be constantly on guard that the chief doctor at 
the hospital, a Hungarian, did not introduce his fellow- 


countrymen into every vacant post. 


The first of the refugees were the youngest, healthiest, 


most active and alert. They had wasted little time in 
escaping from a dangerous or intolerable life, and emi- 
grated as soon as possible to whatever country would accept 
them. 

The age breakdown shows (non-Jewish refugees living 
in camps): April, 1949—out of 4,943 refugees 72.5% were 
under 42 years ; March, 1950—out of 3,400 refugees 63% 
were under 42 years. The following graph gives the break- 
down figures in greater detail. 





April, 949 ——| 
March, 1950. «ss 
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Age Breakdown (years) 


The requirements of the resettlement missions varied, 
and often the most likely candidate was turned down with- 
out any reason being given. A healthy well-educated man 
of 47, whom I knew well, was rejected by 14 different mis- 
sions before being accepted by the fifteenth. I discovered 
the reason for his rejection on one of these occasions over 
a glass of beer with the mission chief. The candidate was 
of Russian extraction, having left Russia in 1922, and the 
mission had secret orders not to accept any people of 
Russian extraction. The candidates were presented so that 
the country of the mission would not be accused of dis- 
crimination. This was an extreme example, but it was 
most disheartening for the candidates to be presented and 
then rejected, and contributed to the form of neurosis 
which was prevalent among refugees, and which is 
described below.* 


Refugee Neurosis 


On arrival in Austria the refugees were placed in camps, 
and all immediate responsibility was removed from them ; 
they did not think about the future, and acquired a form 
of. “institutional neurosis” with characteristic inertia. 
They had great difficulty in obtaining work and did not 
exert themselves to do so, mostly finding that they could 
not work in their own professions. This passivity and 
lack of initiative was encouraged by their dependent situ- 
ation and loss of self-respect. The whole pattern of their 
social behaviour was broken down; those who had been 
Nazi slave labourers had not been permitted to marry, 


*Just at the time that this unfortunate man went through this 
experience an official poster was issued: “The organization is 
closing; you must make up your mind now whether you want 
to resettle. After June 30 the chance will have gone.” 





and now saw no reason for doing so, having lived with one 
woman, and perhaps had several children by her, over a 
number of years; refugees of Russian birth were legally 
prevented from marrying foreigners, a rule supported by 
Austrian law, even though they were refugees. 

It is to be expected that people reduced to so extreme 
a condition of misfortune would lose much self-respect 
and dignity. There was regression to infantile emotional 
behaviour, squabbling, and feuding, with complete pre- 
occupation with the present. At the hospital, where 
refugees worked and lived in conditions most nearly 
approximating to the normal of all those in our care, 
competent middle-aged doctors would hold secret meet- 
ings behind closed doors over some insignificant per- 
sonal quarrel, jeopardizing the whole valuable work of 
the hospital and their own respected status. When 
the Hippocratic oath was recalled to their attention they 
behaved like children caught at the jam cupboard. Many 
of the doctors had had important positions in their own 
countries, and some had managed to escape with their 
motor-cars as well as their families: the chief doctor led 
a string quartet at the hospital. In spite of all these oppor- 
tunities for normal living, however, they showed the same 
refusal to face the future and the same dependence as the 
other refugees. There was never any question -of. discipli- 
nary problems; they worked extremely well anc loyally, 
but they had as much sense of dignity as a smiall child! It 
was the job of those caring for them to goad them into 
activity : notices that they would have to care for them- 
selves after a certain date, when the organization would be 
closing, were treated with scepticism. I cite an example: 

Four months before the organization was scheduled to close, 
a doctor of 35, with a wife and two children, was offered a 
post as a doctor in an American dependency on three years’ 
contract at $4,000 a year and his U.S. citizenship papers. It 
was a wonderful offer, but in spite of the persuasions of many 
people he delayed so long in accepting it that he nearly lost 
the opportunity by default. He had no reason for not accepting, 
nor any plan for the future. It was only by removing his 
present, as you might say—I dismissed him frem his position 
in the hospital—that he was made to understand how very 
insecure that present was, with one small room in which his 
whole family lived and a pittance of a pay (less than one-tenth 
of what he was offered in the U.S.A.). 

Once a refugee had been accepted to emigrate the con- 
flict produced by the approaching date of departure pro- 
duced a rash of physical complaints. Persons who had 
striven to get accepted by the mission fell and broke their 
legs, or their dentures were not ready by the date the trans- 
port was leaving, or they disappeared into hospital to have 
their varicose veins operated on. The reluctance of the 
older people to move was more understandable. Many of 
them had never travelled before : to go to a strange country, 
where an unknown language was spoken, far from Europe, 
perhaps leaving relatives behind, and (for the professional 
classes) to do a new and menial job, were powerful 
deterrents. 

Acute neurosis of the kind that takes a patient to a 
doctor with symptoms was almost non-existent. The 
refugee had plenty of opportunity to go to the doctor 
and little else to do (there was never less than one doctor 
living and working in each camp per 400 population). I 
looked very carefully into the diagnostic criteria of the 
doctors but without producing evidence of these forms of 


neurosis. f 





tI instructed the doctors to record all cases of persons going sick 
without a clear physical cause—e.g., back, stomach, and headache, 
sciatica, indigestion—and persons with a physical complaint that did 
not recover as quickly as could be anticipated under treatment, but 
still failed to get evidence of neurosis. 
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The incidence of psychosis in the population described 
was less than 0.1%. MHebephrenic schizophrenia was the 
predominant form. 

The neurosis I describe is of an all-pervading chronic 
anxiety type, with suppression of volition, similar to what 
is seen when somebody suffers a severe shock—such as 
death of an important member of his family. These sub- 
jects brood on the past, barely live in the present, and give 
no thought to the future. The circumstances in which the 
refugees were placed were not conducive to the recovery, 
after due passage of time, that normally takes place fol- 
lowing such a catastrophe in a mentally healthy person. 
These symptoms continued for years. The symptoms of 
neurosis met with in a normal community seem to be a 
luxury of civilization and an ordered society : typical hys- 
teria—conversion symptoms without insight or hypochon- 
driacal plaintiveness—is not seen among refugees; nor is 
the typical anxiety state. Nervous restlessness, dejection, 
apathetic lack of concentration, loss of appetite, unsatisfac- 
tory rest (“I need more sleep than usual, but awake tired, 
Doctor”), bad temper, etc., do not manifest themselves as 
symptoms. For instance, the apathy that I have described 
is not associated with excessive anxiety over or irritability 
in relation to their children or with lack of interest in 
them ; the fathers share the mothers’ work in caring for 
them, "and this in spite of the fact,that a whole family live 
in-one small room and spend most of the day in it on top 
of each other—the typical father having no occupation. It 
is as if the father adopted what is usually considered in 
Europe as a passive female attitude and not a male active 
aggressive form of behaviour. 

The refugee population was largely Slav in ethnic origin, 
and the Slavs are notoriously fatalistic : this I have taken 
into consideration, and what I describe goes far beyond this 
characteristic temperamental trait. It occurred as widely 
among refugees living outside camps as among those with- 
in, since neither group had security of status. When people 
are reduced to a simple struggle to survive, conversion or 
anxiety symptoms can achieve no object: in a totalitarian 
society illness is not tolerated among captives or slave 
labourers, so that survival often depends on not being ill 
—a fact of which the unconscious seems to take cogni- 
zance. That neurosis in such a community emerges when 
it is rewarded was borne out. by findings among Jewish 
refugees, who occupied separate camps and whom other- 
wise I do not refer to. Here there was a noticeable amount 
of neurosis of the typical forms, which can be explained 
by the fact that the Jewish relief organizations were wealthy 
and thrust attentions on this smaller group of refugees. 
Symptoms produced tangible results (sp@gial food or living 
accommodation, a month in a mountain or spa hotel for 
“ convalescence”). The Jewish population were also under 
great pressure to emigrate: the Israel Government would 
literally accept any Jew, without the tests which other 
countries demanded regarding age, health, profession, or 
morality, and which gave the other refugees time for adjust- 
ment or acquisition of the passive neurosis I have described. 
The world-wide wave of sympathy for Jews that followed 
their persecution, and the power, politically and over public 
opinion, of American Jewry, also poe them in a special 


category as refugees. 
Cutuiee 

With his loss of national, civic, class, and professional 
identity the refugee has suffered permanent personal loss. 
The emotional impact of this loss is similar to that on 
someone in normal circumstances suffering the death of 
a most important member of his family. The symbblic 
importance of these factors pn. the emotional equilibrium 


must be stressed : in them is inherent the s6urce of confi- 
dence, independence, self-respect, and the aggressiveness 
essential for making an adjustment to new circumstances 
in a different environment. People dealing with refugees 
must appreciate this, so that they can strive to replace these 
factors temporarily and, by understanding the refugee’s 
loss, make him feel confident that he himself will be able 
to regain his status personally and permanently. This. 
therapy cannot be carried out by people who are emotion- 
ally incapable of understanding it and either (a) identify 
themselves with the refugees in their plight, thus per- 
petuating their mental state by justifying it and con- 
doning their hopelessness ; or (5) by projection make a 
scapegoat of the refugee so as to give themselves a 
feeling of superiority, thus turning into an apparent reality 
what happens to be temporarily true as a result of a 
material situation. 

Using the comparison of a refugee with a bereaved per- 
son, the psychological principles can be considered where- 
by refugees should be handled so as to achieve a complete 
recovery from the state of shock and the subsequent anxiety 
state that their situation has created. These principles can 
be divided into four stages: (1) The actively sympathetic 
and supportive. The friend encourages the bereaved to 
abreact and gives sympathy in an active manner. He 
insists on the bereaved staying with him and taking meals 
in his ‘house. (2) The passively sympathetic. The friend 
allows the bereaved to abreact, but does not encourage 
him ; he tries to divert him by unobtrusively placing oppor- 
tunities of social or other activity in his way. (3) The 
actively encouraging. The friend will suggest to the. 
bereaved that it is time he “cracked out of it,” that it is 
what “she” would have wanted him to do, that he is still 
young or still has valuable work to do. (4) The coercive. 
If the therapy has not worked after going through the 
above stages the friend will now tell the bereaved that he 
is indulging himself, that he is being a bother to his friends, 
and that he had better do something about it or they will 
all be fed up with him. 

Translated into terms of the refugee, the corresponding 
stages would be: (1) Take him into a camp; give him 
clothes, food, warmth, and appreciation of one’s active 
concern for his welfare, including mental welfare (under- 
standing and sympathy for what he has lost). (2) Divert 
him from his painful thoughts of the past by bringing to 
his attention the opportunities to resettle, to rehabilitate 
(medically, or to learn a trade that will be of value in a 
new life). Bring jobs to his attention and encourage him 
to work while awaiting resettlement. (3) He should be 
taken in hand briskly, the organization purposively re- 
placing the lost “father figures.” That this is an active 
need on the refugee’s part was proved by his response if 
treated in this way: it is no good stopping at stage 2, leav- 
ing the onus of taking action on the refugee, and going 
straight on to stage 4 if he does not. The father figure 
may be stern, but he must be understanding and sympa- 
thetic; if he chastens it must be to produce results. 
(4) The threat of withdrawal, or actual withdrawal, of 
assistance from the refugee. In practice this stage was 
arrived at without putting stage 3 into effect, and therefore 
failed as a therapeutic measure, merely enabling the organi- 
zation to free itself of responsibility. 

Many refugees found jobs on their own initiative in the 
local economy, but for this reason the organization ceased 
to be interested in their welfare ; they were merely exploited 
as cheap labour because of their disadvantageous position 
in relation to the native population. Rehabilitation and 
vocational training centres Should:be set up as a first 
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consideration. * Life in camps and special installations 
should be arranged to give refugees the nearest approxima- 
tion to a normal family life : every effort should be made 
to avoid institutional conditions, with the abnormal and 
dependent attitude that they imply, which perpetuate the 
pathological emotional state of the refugee. 


Refugees have existed as long as the human race, but only 
recently has the human conscience evolved to the state of 
considering refugees a responsibility of mankind as a whole. 
This international organization was founded on grounds of 
expediency, and nothing of its scope had existed before. 
The work of the organization was (and is) a great physical 
success in caring for and resettling so many people under 
so many difficulties. However, that this work can be nulli- 
fied if the psychological aspect does not receive full con- 
sideration i: exemplified by the following press cutting from 
an American newspaper: “A 42-years-old refugee from 
Lithuania who had been over six months, in New Orleans 
was found, having hung himself yesterday, after hearing a 
radio programme in which he believed he heard his name 
mentioned as going to be deported as a spy. Mrs. Y, his 
kindly sponsor, commented that she was never able to make 
him believe that he was in a free country.” 


Summary 


Observations made over 18 months on a refugee population 
of 30,000 in Austria are recorded. 

Although the population under consideration consisted of 
people of every age group and many nationalities, various 
creeds, and different professional, social, and economic status, 
their situation reduced them to a common plight with similar 
mental reactions. 

The symptoms of more typical reactive or conversion neurosis 
were not found in this large population. 

A form of neurosis widespread among the refugees is 
described. The symptoms are those of emotional shock per- 
sisting for years, with suppression of active and aggressive 
psychic qualities, lack of volition, and emotional incapacity to 
consider the future. There is positive resistance to change 
even though the present may be most insecure, uncomfortable, 
and completely different from the previous pattern of life. 

The physical care of these refugees was good, and the physi- 
cal necessity of emigrating them to new countries was dealt 
with energetically and with considerable success. 

A primary object, when such situations have to be dealt with 
in the future, should be to aim at restoring the refugees to 
mental health as a first consideration, so that each regains the 
fullest vigour of his ethnic and individual capacities for deal- 
ing with the new situation and environment that he has to face. 
The capacity for adjustment to a new situation in which the 
individual is placed is a criterion of his mental health for com- 
munity living. To restore to the refugee the fullest enjoyment 
of that capacity should therefore be a prominent aspect of the 
work of an organization caring for refugees, and, if successful, 
would enormously decrease the amount of purely supportive 
work that has to be done. 








‘The Board of the Institute of Physics announces that the 
Institute’s Certificate in Laboratory Arts will not be awarded 
after 1951 in view of the establishment of the Intermediate 
Certificate for Laboratory Technicians by the City and Guilds 
of London Institute. This institute has agreed that holders of 
the Institute of Physics Certificate shall be eligible to enter, 
should they so wish, the course for the Advanced Laboratory 
Technicians Certificate, which is to be established shortly, on 
the same terms as those who have passed examinations for the 
new Intermediate Certificate. Students who have already begun 
courses for the Institute of Physics Certificate will be able to 
complete these by 1951, after which the Institute of Physics 
will no longer examine in Laboratory Arts. 


A MEDICAL STUDENT IN PRAGUE 


BY 


P. L. C. DIGGORY 
President of the British Medical Students Association 


Since few people can nowadays penetrate the Iron Curtain 
it is possible that even the personal and general impres- 
sions gained by a medical student observer to the World 
Student Congress, held in Prague in the second half of 
August, will be of interest to readers of the Journal. In 
Communist countries it appears impossible to divorce medi- 
cine from political life, and it will therefore be necessary 
to outline something of the Congress and of the political 
atmosphere prevailing before dealing with specifically 
medical questions. 


Importance of Youth Movement 


In Eastern European countries the youth movements and 
the student body as a whole have very much more impor- 
tance than is granted to them in Great Britain. Mass 
youth rallies have come to form a normal part of the 
political life of ““The Peoples’ Democracies,” and during 
the last 12 months Budapest, Sofia, East Berlin, and 
Prague have each been the scene of such a gathering. 
The recent Student Congress in Prague was the result of 
very extensive preparations, and must have been heavily 
subsidized by the Czechoslovakian State. 

On arrival at Prague airport we were met by a small 
committee of welcome, and every student was presented 
with a bouquet of flowers ; we were then whisked through 
the customs and taken by special bus direct to the Congress 
headquarters. En route we could not fail to notice the 
immense scale of the preparations ; the streets were decor- 
ated and every shop displayed posters of welcome. Even 
the buses and trams carried slogans in honour of the 
Congress. 

Giant portraits of Stalin smiled down at us from many 
public buildings, but it is difficult to know whether these 
were specially erected for the Congress or whether they 
now form a part of the normal street decorations. 

The facilities provided for delegates in Prague were excel- 
lent. We were accommodated in large student hostels, and 
extremely efficient arrangements were made for the provi- 
sion of food, easy travel, and free entertainment. It is 
typical that a whole fleet of buses had been diverted from 
their normal duties in the city and placed at our disposal. 

During our stay we were to come to realize the privi- 
leged position of students in Czechoslovakia, all of them 
receiving a generous Government grant. In addition they 
are provided with accommodation in student hostels at 
extremely cheap rates. They are allowed to use workers’ 
canteens and are able to travel on all forms of transport 
at greatly reduced fares. The president of the Czecho- 
slovakian National Union of Students is ex officio a 
member of the Czech Parliament. 

It will be realized that these privileges are not attained 
without sacrifice. To gain admission to a university in 
Czechoslovakia a student requires recommendations regard- 
ing his “ reliability.” The very fact that all students receive 
a grant from the State makes it possible for the Govern- 
ment, by withdrawing this grant at any time, to dismiss 
individual students. All faculties of the universities include 
in their curricula the compulsory study of political science: 
for 12 months every medical student must study this sub- 
ject, and in his final examinations he sits a compulsory 


paper. 
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The whole system of education in Czechoslovakia has 
been remoulded since the Communists came into power. 
Political education is now an intrinsic part of the curricu- 
lum in even the most elementary schools. The young 
school-children first join the pioneer movement, which 
closely resembles the Hitlerjugend. A uniformed con- 
tingent of this organization paraded before the Congress, 


and a little boy of about 10 made a speech of welcome - 


devoted largely to an attack upon the “ Anglo-American 
imperialists.” In second- and third-grade schools the 
Czech or Slovak languages are learned together with one 
foreign language. Before the war German or French was 
the usual foreign language selected ; these have now been 
replaced by Russian. 


The Student Congress 


The Congress was the largest student gathering ever to 
be held, and it is perhaps not surprising that with over 
1,500 students assembled in one hall informal debate was 
impracticable. In point of fact, most speakers used the 
rostrum to deliver a political diatribe rather than to address 
the assembled students. 

Once again the amenities afforded were beyond reproach, 
and the simultaneous translation of all speeches into five 
languages and their transmission through a headphone 
system equalled the facilities at Lake Success. 

The first indication of the trend which was to be 
followed in later speeches was given in the address of 
welcome by the Deputy Prime Minister, who bitterly 
attacked the Western Powers, with particular reference to 
American “ aggression” in Korea, and who ended with 
a eulogy of the. U.S.S.R. and of Stalin. This line was 
followed not only by the students themselves but also by 
a succession of guest speakers, including the Czech Prime 
Minister, several Ministers of Cabinet rank, the heads of 
the Churches, delegates of shopworkers and peasants, visit- 
ing scientists, and various other well-known personalities. 

Many of us received our worst emotional shock when 
three bishops, heads of the Roman Catholic, Orthodox, and 
Czech national churches, made political speeches in support 
of the Stockholm appeal in addressing the Congress. The 
Orthodox bishop ended his address: “ The blessing of the 
Almighty Lord on our great goal ; long live unafraid the 
true fighters for peace, at the head of whom is our great 
Stalin.” 

The Congress sessions were conducted under a facade 
of democratic procedure, but actually the major decisions, 
and the very atmosphere and demonstrations, were clearly 
controlled by the leaders, and in particular by the Russian 
delegation. There were many instances of undemocratic 
behaviour of the Congress Praesidium, perhaps best 
exemplified by the fact that formal speeches had to be 
handed in 24 hours in advance, ostensibly to allow time 
for preparation of translations. Actually by this pro- 
cedure not only was the secretariat able to call upon 
speakers in a pre-selected and carefully calculated order, 
but there is strong evidence that the draft speeches of 
certain Western delegates were made available in advance 
to the Communist speakers who had been chosen to reply. 
Occasionally even the facade of democracy broke down 
and the chair became openly partisan. 

A significant feature of the Congress was the number of 
demonstrations which were directed against the Western 
students. Most of the demonstrations followed the same 
general pattern, and to understand them it must be appreci- 
ated that for the Communist students the atmosphere was 
one of almost religious fervour. The speaker would launch 


an attack on the “ Anglo-American imperialists,” usually 
followed by personal abuse of Mr. Jenkins, leader of the 
British delegation, and ending with either “Long Live 
Peace!”, “Down with Imperialism!”, or “Hands off 
Korea!” These exhortations were invariably followed by 
hysterical cheering and clapping, generally leading on to 
the newly developed technique of “ rhythm-clapping,” 
where words or syllables are accentuated by rhythmic 
hand-clapping. At this stage the cheering students would 
surge forward to the rustrum to embrace and. to shower 
flowers upon the speaker, who would then be carried 
shoulder-high down the hall, usually together with the 
remainder of his delegation, and almost invariably paraded 
round and round the tables of the British delegation. It 
is mortifying to have to report that the British Communist 
students present—about 70 in all—played a leading part 
in these demonstrations. They presented the Korean 
delegation with a gift of penicillin, and delighted to carry 
these Korean students and their army leader round their 
British colleagues to the chant of “ Hands off Korea!” 

The demonstrations, which were to some extent symbolic, 
with the triumphant marching of the Eastern students 
around and between the tables of the isolated Western 
delegations, were undoubtedly a strong propaganda point, 
demonstrating the unity of “the students of the world” 
against the “ imperialists.” Unfortunately such demonstra- 
tions also broadened and perhaps biased the attitudes and 
opinions of the Western students, and hastened the splitting 
of the students present into two ideological groups. The 
Congress may not have actually increased the difficulties in 
the way of co-operation between students of the East and 
West, but it certainly made these difficulties more obvious. 

Since Eastern students are prevented from travelling 
freely abroad it has been argued that the presence of 
students holding different views must have been an influ- 
ence for good. Unfortunately the majority of students 
attending the Congress were drawn from the élite of Com- 
munism and were beyond the reach of argument; while 
the highly biased reporting in Eastern European newspapers 
made it impossible for the Western arguments to be heard 
beyond the Congress hall. 

Colonial students were well represented, and, although 
the majority of their leaders were militant and aggressive 
Communists who mouthed slogans and expounded the 
universal panacea of Marxism, there were a number of 
colonial speakers whose reasoned arguments and obvious 
sincerity commanded respect. Delegates from Imperial 
countries came to realize how urgent it is that our system 
shall offer to colonial dependants the opportunity for a 
speedy rise in their living conditions and, in general, a 
fuller life under free democratic conditions. If we do not 
act quickly then these peoples will seek such benefits else- 
where. It is foolish to imagine that Russia can expand 
her colonial empire only by war: inactivity and neglect 
by colonial powers will effect the conquest far more 
certainly than military means. 


Medicine 


Any British medical student abroad is certain to be 
interested in the health services, and it is surprising to 
find that in a Communist State the national health service 
is as yet available only to approximately two-thirds of the 
population. There is no separate health tax comparable 
with the contributions to the National Health Insurance 
scheme in this country, but both the cost of health services 
and that of the national insurance scheme are borne by the 
State from funds raised by direct and indirect taxation. 
The organization of the service seems to be developing on 
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parallel] lines with changes in most European countries ; 
the importance of the general practitioner is rapidly de- 
creasing and emphasis is being laid on the hospital and 
specialist services. We were told that a large number of 
new hospitals have been and are being built under the 
recent five-year plan, and in some districts experimental 
“health centres” have already been set up. 

During our stay we were taken over two of the largest 
hospitals in Prague and some of us were also able to visit 
the International Student Sanatorium at Trebotov. In 
addition, it was possible to establish a more informal con- 
tact with some Czech doctors. We concluded that the 
hospital buildings were excellent, the main equipment—-still 
largely German or American—very good, but that the 
minor equipment, ,such as hypodermic syringes, small 
surgical instruments, stethoscopes, needles, etc., was of 
an incredibly poor quality, probably because of the diffi- 
culty in obtaining stainless steel in Czechoslovakia. At a 
time when students in Britain are planning to establish 
special facilities for their tuberculous colleagues so that 
something of the university atmosphere and teaching may 
be available to them even while ill, it was particularly 
interesting to visit the International Student Sanatorium 
at Trebotov, where some of these aims have already been 
achieved. It is difficult to believe that the sanatorium is 
only 20 kilometres from Prague; it is surrounded by a 
pine and birch forest, and the atmosphere of peace and 
beauty suggests the very depths of the country. 

The Bulovka Hospital, the largest in Prague, is situated 
on the outskirts of the city on a pleasant hill overlooking 
the River Vitava. The grounds of the hospital must be 
several acres in extent, as each department is housed in a 
separate pavilion—a scheme which adds greatly to the 
aesthetic value and is appreciated by convalescent patients 
but which introduces many problems of administration. We 
found, however, that the hospital was over-centralized, each 
department or specialty to a large measure being autono- 
mous, with all the perils that this implies. “ 

Both at the Bulovka Hospital and at the other large 
Prague hospital visited student delegates were formally 
welcomed by the directors, who made very many political 
points in their addresses of welcome. We were told that 
because of the happiness and security under the new regime 
chronic alcoholism was declining, psychiatric disorders 
decreasing, V.D. almost a rarity, and prostitution wiped 
out. We found that this political atmosphere prevailed 
throughout the medical profession, and after a tour of the 
hospitals we took part in a medical discussion, which un- 
fortunately confirmed our fears. During discussion 
a French Communist student asked for an explanation of 
how dialectical materialism had affected Czech medicine, 
and it was apparent in the discussion that every single 
doctor of the Czech hospital staff present felt compelled 
to take part. In fact discussion on this point could be 
ended only by the intervention of the director himself. 

In Czechoslovakia a doctor theoretically works only seven 
to eight hours a day, and when newly qualified commences 
with a salary of 7,000 crowns a month. In practice, because 
of the shortage of doctors, he works longer and is paid 
more. The system of promotion is peculiar, and there is 
“a special remuneration for industrious workers” which 
allows the young doctor to reach the highest salary ranges 
of his profession—that is, in the order of 25,000 crowns 
a month. To give these figures some meaning it should be 
mentioned that the minimum legal wage is 1,800 crowns a 
month, and that the average wage of a skilled worker is 
around 5,000 crowns a month, while a shock-worker may 
earn three times as much. 
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It was impossible in such a short visit to obtain any but 
the most general and personal of impressions, but we 
admired the close and cordial relations existing between 
the medical and non-medical staffs of Czech hospitals. 
Even the humblest laundry maid was regarded, and 
regarded herself, as an integral member of the hospital 
team and was assured that her opinions and suggestions 
would be welcomed at regular meetings where all the staff 
were represented. 


General Impressions 


The newspapers in Czechoslovakia are completely cen- 
sored and present only one point of view, a fact which is 
accepted by many Czech intellectuals as an essential tem- 
porary expedient. Foreign newspapers can be imported 
into Czechoslovakia only under licence. These licences are 
very hard to obtain, and though the British delegates made 
application at the beginning of the Congress the Daily 
Worker was always the only paper on sale. Similarly air- 
mail copies of other English newspapers dispatched direct 
to the students in Prague failed to reach them. The book- 
shops stock little but the works of Marx, Lenin, and Engels, 
and the only English books we saw translated were certain 
of the works of Dickens—for example, Oliver Twist, Bleak 
House. 

Apart from the censorship of the Press there are many 
other inroads into the liberty of the individual. Open 
opposition to the Government is a crime against the State, 
and, though three political parties are said to exist, all three 
are Communist and their programmes differ solely in the 
way in which they would achieve a fully Communist regime. 
If we accept that Czechoslovakia is a police State the 
reports of students being followed are not surprising. This 
was certainly true in the cases of the leaders of the British 
delegation. Towards the end of our visit the B.M.S.A. 
representative found himself being followed in the most 
obvious manner. This experience, though at first un- 
pleasant, in no way interfered with one’s freedom of move- 
ment and could at times be quite amusing. The worship 
of the U.S.S.R. and “ the great father, leader, and teacher 
—J. V. Stalin ’—is a feature of everyday life in Prague. It 
was strange to find that portraits of Stalin took precedence 
over the Czech President; the red flag over the Czech 
national flag. Most of the rooms in the student hostels 
were decorated with portraits of Stalin, similar to those 
invariably displayed in hospital dining-rooms and clinics. 
The fact that two odes were sung to Stalin at a concert 
given by the Russian students surprised no one but the 
naive British. 

Among the people there is a genuine and deep desire for 
peace, but they are being educated to “ fight for peace,” and 
they already fear “ imperialist aggression.” In the event of 
war the ordinary citizen of Prague has been so prepared that 
he will certainly believe aggression to originate in the West. 
The fear of Fascism remains very real after the Nazi occu- 
pation. We visited Lidice, where we saw harrowing relics 
which keep alive the hatred of Fascism. There is no doubt 
that the Communist argument runs : “ This is what Fascism 
did to us—we are the enemies of Fascism—our enemies are 
Fascists and will do deeds like this.” 








The Ministry of Health has announced revised rates of pay- 
ment for health visitors, district nurses and midwives, and other 
nurses employed in the public health service, and also for 
senior nursing staff in mental hospitals. These new rates have 
been agreed by the Nurses and Midwives’ Whitley Council, 
following an award made by the Industrial Court, and they are 
retrospective to February 1, 1949. 
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ANAESTHESIA IN FRANCE 


The Bengué Memorial Award Lecture for 1950 was delivered 
by Dr. Nadia du Bouchet, head of the Anaesthetic Centre, 
Broussais Hospital, Paris, at the Royal Institute of Public 
Health and Hygiene, in London, on September 20. Mr. C. Price 
Thomas, F.R.C.S., was in the chair. The subject of the lecture 
was “Modern Anaesthesia in France and its Developments 
Related to Cardiac Surgery.” 

Dr. du Bouchet said that for a long time the science of 
anaesthesia had been essentially Anglo-Saxon. The interest 
that followed the discovery of nitrous oxide and ether had 
spread rapidly throughout the world but soon had died out 
everywhere except in England and America. In France, and 
elsewhere on the European continent, only a very few isolated 
persons, who to-day assumed the stature of pioneers, had con- 
tinued to be interested in this branch of medicine. The majority 
of Continental surgeons considered that the administration of 
an anaesthetic was an act of minor importance which required 
no special training, and were willing to leave it to a first-year 
student, orderly, or a nurse. During the German occupation 
France lived in isolation with her old-fashioned methods. 

It was not until the liberation of France that French surgeons 
first came in contact with the British and American surgical 
teams which included not only a surgeon but also an anaes- 
thetist who was on an equal footing with the surgeon. At the 
same time, the most advanced French surgeons realized that 
certain recently developed fields of surgery would remain closed 
to them unless they could call upon scientifically organized 
anaesthetic assistance. Modern anaesthesia in France dated 
from this realization, and if the progress made in the past four 
years were considered there was every reason to be proud. 

At the instigation of Professor Moulonguet a course in 
anaesthesia was organized at the Paris Medical Faculty, for 
which a diploma was granted. This course includes one year 
of theoretical study and two years of practice in various Paris 
hospitals. In Marseilles the Medical Faculty organized a simi- 
lar course, at the instigation of Professor Vernejoul. Next, 
Dr. Kern, who was trained in England during the war, had 
organized an anaesthetic service which included a practical 
teaching centre, and Professor d’Allaines had created a similar 
service at the Broussais Hospital, which was now a centre for 
teaching anaesthetics as well as for cardiovascular surgery. 

Dr. du Bouchet then described the methods of anaesthesia 
for thoracic surgery used at Broussais Hospital, where in the 
last two and a half years some 300 patients with the tetralogy 
of Fallot had been operated upon. In particular she reviewed 
the difficulties experienced in perfecting the anaesthesia for this 
condition, the value of the electrocardiogram during the opera- 
tion, and the problems arising from the ligation of the vena 
cava in decompensated cardiac patients. 








The “W.H.O.-Unicef campaign against ‘syphilis and yaws in 
Haiti has recently been described in this Journal (September 16, 
p. 668). A similar campaign against yaws in Indonesia has 
resulted in the examining of more than 25,000 persons and the 
treatment of 5,000 in the first few months of operations. Pro- 
gress was reviewed in New York a short time ago by Professor 
Kenneth R. Hill, W.H.O. consultant for the project. Eventually 
the campaign sponsors hope to examine 2,500.000 to 3,000,000 
children and adults in selected rural areas of Indomesia. After 
a two-year period in which most of the supplies will be provided 
by Unicef the Indonesian Government will take over the cam- 
paign. In the hot, damp climate of the rural districts visited to 
date an average of one out of every five persons tested 
had yaws. “We have found that the germ causing yaws is 
killed and disappears from the sores within 24 hours of treat- 
ment with penicillin,” Professor Hill reported. Penicillin is 
cheaper and better suited to mass campaigns than the arsenic 
injections used in a yaws control programme conducted in Indo- 
nesia in 1935 to 1940. Although yaws will not be completely 
wiped out in the two-year campaign, it is expected that the 
disease may be cleared up entirely in ten to fifteen years if the 
Indonesian Government continues to control operations along 
the lines now followed. 


Correspondence 








Distinction Awards 


Sir,—May I say at the outset that I was not a member of any 
committees set up by the regional board or board of governors 
to give evidence on distinction awards. As chairman of the 
Consultants and Specialists Committee I felt that it would be 
unwise to participate in these procedures. Indeed my committee, 
which has agreed with the principle of distinction awards, 
when asked to give evidence decided not to send names of 
individuals, but contented itself with suggestions as to the 
factors which should be taken into account in assessing merit. 

Mr. R. S. Murley (September 23, p. 726) completely clouds the 
issue and does not realize that the Central Consultants Com- 
mittee has spent much time in discussing the merit awards. 
system of augmenting the basic salary of a certain proportion of 
consultants, which augmentation was-deemed equitable both by 
the Spens Committee and by Parliament following the masterly 
survey of consultants’ incomes analysed by Dr. Bradford Hill. 
And it must be remembered that these distinction awards are 
an element in remuneration. This factor influenced the Central 
Consultants and Specialists Committee in accepting the terms 
and conditions of service of hospital medical and dental staffs. 

The real issue raised by Mr. Murley’s letter is whether Lord 
Moran is right in going round the country addressing meetings 
of non-teaching consultants in order to elicit more information. 
A chairman’s task is difficult. He must be able to guide his 
committee, but he must also have full knowledge of the problem. 
After reading Mr. Murley’s letter I went to hear Lord Moran 
address two meetings in Manchester. He gave an extremely 
lucid and frank account of the procedure which had been 
adopted. He stated that his committee had received valuable 
evidence from the board of governors, regional boards, the 
Royal Colleges, and the various faculties, but that he was 
anxious to have further evidence from the non-teachers. He 
gave me the impression that he wished no stone unturned, so 
that when the awards were made the profession would consider 
that the procedure adopted had been just and equitable. 

Knowing the difficulty I have had to contend with in the 
Central Consultants Committee, in our regional board, and the 
Representative Meeting owing to the decisions of the grading 
committees, I consider that the profession should be grateful to 
Lord Moran for the thoroughness with which he is performing 
his unenviable task. Mr. Murley could argue quite fofcibly 
that there might be other methods of distributing these moneys, 
which, I repeat, are an element in remuneration. But for 
the moment the present method has been accepted by the 
consultants. 

As chairman of the Central Consultants and Specialists Com- 
mittee I feel it is my duty to lay these facts before you.—I 


am, etc., 

Manchester. R. L. NEWELL. 
Psychology and Science 

Sir,—Dr. F. M. R. Walshe’s interesting paper on 


“Humanism, History, and Natural Science in Medicine” 
(August 12, p. 379) seems to suggest that natural science is 
something apart, almost holy. He gives me the impression 
that he regards natural science as a series of neat white 
Athenian temples in which old gentlemen with long white 
beards teach their disciples exact and absolute truth. Apart 
in the semi-darkness of ignorance, living perhaps in huts and 
having beards of less beautiful whiteness, dwell the historical 
scientists who, poor wretches, know the truth imperfectly and 
teach error, although perhaps not with intent. Amongst these 
outcasts is to be placed the psychiatrist with his strange theories. 

Now I have tremendous respect for Dr. Walshe, but this is 
a thing which I cannot accept. Science is, I feel, only a collec- 
tion of facts and an attempt to explain them so that we can 
predict what will occur in certain circumstances. Scientists try 
to explain these facts by various theories, and when, sooner or 
later, one of these theories seems to be better than the others 
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it is accepted and may even, if it allows us to predict enough, 
be dignified as a “law.” In my utter ignorance it seems to me 
that the theories of Freud are no more fantastic than the 
theories of Hughlings Jackson and much less outrageous than 
those of the mathematicians with their talk of expanding 
universes and continuous creation. 

It seems to me that it is as scientific for Freud to ask a 


patient to lie on a couch and talk without interruption so that 


he can examine his mind as it is for Hughlings Jackson to ask 
him to lie on a couch to prod his body. Moreover, psychiatry 
has sufficient facts to predict fairly well—as well, for example, 
as neurology. If a schizophrenic comes to me I can tell his 
relatives what are his chances of recovery just as well as 
Dr. Walshe can tell a man suffering from disseminated sclerosis 
that he cannot do much to cure him. 

I beg, Sir, that we come off our high horses and realize that 
we are all ignoramuses trying to help our sick fellows, and 
whether we call ourselves this or that matters not one jot so 
long as we do our best for them.—I am, etc., 

London, W.1. CLIFFORD ALLEN. 


Training for General Practice 


Sim,—It was to be expected that Dr. D. McI. Johnson’s article 
of August 26 (p. 493) would call forth a spate of letters, from 
that of Dr. Geoffrey Evans (September 9, p. 622), who considers 
that Bart's “ made a man of him,” to that of Dr. W. A. Bellamy, 
with his superb old school tie and loyalty to everything good 
or bad. Doubtless Dr. Johnson has exaggerated, but there is 
much in what he writes. The object of all stages of education 
is to fit a person for what he has to do in life, and as by far 
the majority of hospital students are ultimately destined for 
general practice the main object of hospital training should be 
to turn out men with a knowledge of the things which a G.P. 
has to do. 

It is obvious that he must have a general knowledge of medi- 
cine and surgery up to some accepted standard, but the tendency 
to-day seems to be to attempt to make him a little expert on 
an increasing number of special subjects. Much time is wasted 
in the exhibition of surgical procedures and medical rarities. 
I think it must be accepted that the newly qualified man is 
much more at sea in general practice than as a HLP. or HS., 
and the reason for this must lie in his training. My father 
always maintained that no man should be allowed on a teach- 
ing staff who had not done two years as a G.P. I would suggest 
that much more teaching could be done in receiving-room and 
out-patient departments where men with this general experi- 
ence would be dealing with the early stages of disease and 
treatment and so instil into their students that mental outlook 
which seems increasingly the perquisite of the good G.P.— 
I am, etc., 

Wanstead Park, Essex. M. C. STARK. 

Sm,—My contemporary at Bart’s, Dr. W. A. Bellamy, has 
leaped most efficiently to the defence (Journal, September 9, 
p. 622). As he says, there are things that he learnt that have 
been no use to him since, and I have no doubt he has learnt 
a lot in general practice that he was not taught at hospital. But 
it is a commonplace to say that the function of education is to 
make a man want to learn and to teach him the way to learn 
—not simply to pack him with a series of facts entirely based 
on their immediate practical value to him in everyday life. 

A. London medical student (Journal, August 26, p. 496) postula 
that the first essential of qualification is the basic knowledge which 
is the stock-in-trade of the general practitioner, and that any further 
training should be additional—presumably postgraduate. How- 
ever, is this basic knowledge all that is required ? Should not the 
G.P. have a rather more general picture of medicine as a whole ? 
He must know not only the immediate things he can do for his 
patient himself but also the things that might possibly be done for 
him by a specialist, and he must use his judgment to decide whether 
these things should be done in every case with a reasonable chance 
of benefit, having regard to the age, general condition, and circum- 
stances generally of each individual patient. 

However, I agree that a period or periods at intervals during his 
training should be, with great advantage to every student, spent work- 
ing with an experienced G.P. Working in a general practice, with 
ready access to advice and help, is the only way of acquiring certain 


attributes in dealing with patients, their relatives, and their not 
entirely medical problems. It was a tremendous help to me while at 
Bart’s to be continuously in contact with my father in general 
practice and to be able to some extent to correlate hospital training 
with the everyday work there. 

With the present-day pressure of work in general practice, however, 
I foresee a great difficulty in getting sufficient numbers of general 
practitioners of the right type to give time to such periods of teaching. 

To return to Bart’s at the time Dr. D. MclI. Johnson (Journal, 
August 26, p. 493) was so unhappy there—granting that too 
much time was spent in operating theatres, that some—not all by 
any means—-set lectures were unhelpful, and that in some special 
departments my mind was in somewhat of a befuddled state, 
there was still a great deal to set on the credit side and indeed 
to very greatly outbalance the debit. In the first place, if 
practical teaching as opposed to too much theory is considered 
highly desirable I do not think I could be said to be unfortu- 
nate in my teachers, among whom were Sir Holburt Waring, 
Sir Girling Ball (who with some exaggeration used to say, 
“ Never read a surgery book in my life, my boy ”), J. B. Hume, 
John Hosford, Wilfred Shaw, A. C. Roxburgh, and a host of 
others too numerous to mention and with whom I did not 
perhaps come into quite such close contact. I should, however, 
also mention the very great deal to be learnt from a good 
nursing sister. I am sure that Miss Milne, Sister Henry of those 
days, will forgive me, if she reads these lines, for saying that 
there were times when my feelings towards her were homicidal 
but that the amount of help and knowledge she gave me was 
enormous. Secondly, I do not think it is possible to overrate 
what Dr. Geoffrey Evans (Journal, September 9, p. 622) has 
called “the tradition and atmosphere of St. Bartholomew’s 
Hospital with its teachers, nurses, porters, and students,” and 
I should add with its athletic clubs, students’ union, and various 
societies and activities which, if one took the trouble to interest 
oneself in them, were such a source of enjoyment and inspira- 
tion. On the wall of my consulting-room opposite my desk is a 
photo of Sir Holburt Waring—his face is stern but there is 
that well-known flicker of a smile at the corner of his lips. 
Often in a crowded surgery when a patient has complained of 
some rectal symptom I have caught his eye—and have seldom 
been able to omit the rectal examination.—I am, etc., 

Gravesend. K. W. D. Hartley. 


Visual Aids in Medical Teaching 

Sir,—Having read the interesting and very instructive articles 
on medical education (Journal, August 26), which every young 
teacher should be compelled to read, it may perhaps be oppor- 
tune to discuss in this connexion the subject of visual aids. 
The apparatus for such mechanical aids has been well described 
by Drs. R. Ollerenshaw and P. Hansell, but I agree with 
Professor Lauwerys that we have not yet learnt to use them 
to the best advantage. I have discussed the subject with my 
colleagues and find that most of them are far from enthusiastic 
about using such methods, and look upon a film only as an 
entertainment for the students. I think the idea still per- 
sists because most of the films last 20 minutes to half an hour. 
In my opinion, there is little if any value in such films in 
teaching medicine. What is really needed are short pieces 
of film, lasting perhaps two minutes, interspersed in a lecture 
to illustrate certain points. Some of these can best be illus- 
trated by filmstrips or lantern slides. All these should also 
be available to the student outside the lecture hall. 

In order to increase interest in such aids to teaching and 
to promote discussion it is hoped to arrange a joint meeting 
with the Royal Society of Medicine early in the New Year. 
It is also hoped to arrange some meetings, for film viewing, 
before the combined meeting takes place.—I am, etc., 

London, W.1. MALCOLM DONALDSON, 


Chairman of the Medical Committee, 
Scientific Film Association. 


Haematemesis from Leeches 
Sm,—Dr. A. Cameron’s interesting letter in this week’s issue 
of the Journal (September 16, p. 679) prompts me to add that 
leeches may also cause haemoptysis. At the C.M.S. Hospital 
at Es Salt, some eighteen miles east of Dr. Cameron’s refugee 
camp, quite a number of leeches have been removed from the 








SE 





throa 
patie! 
leech 
side | 
conti 
enabl 
drink 
streat 
it is 
uptur 
swall 
I am, 


Shef 


SIR 
(Sept 
dispu 
Coun 
“exp 
at iss 
versu: 
that a 
my o' 
two jy 
early 
later | 
other: 
All tk 
it wa 
muco 
this c 
the s 
and t 

The 
clinic: 
math 
dosag 
medic 
value 
its us 
four ¢ 
I can 
clinic: 
exper! 

It n 
be los 
accep 


Whi 


Sir, 
been 
which 
to oth 

A V 
evider 
first s 
solid | 
fungat 
necess 
was fi 
Furthe 
outer 
axillar 
bridge 
This s 

This 
three-1 
after 
from | 
all thi 
have | 
relieve 





AL 


not 
le at 
1eral 
ning 


ever, 
eral 
hing, 
rnal, 
too 
ll by 
cial 
tate, 
leed 
, if 
ered 
rtu- 
ing, 
say, 
me, 
t of 
not 
ver, 
ood 
10Se 
that 
idal 
was 
rate 
has 
W's 
and 
ous 
rest 


isa 
> is 
ips. 
of 
om 


sles 
ing 
or- 
ids. 


ith 


us- 
lso 


ue 
at 
tal 
ee 





SEPT. 30, 1950 


CORRESPONDENCE 


MeEpIcaL JOURNAL 785 





throats of villagers and shepherds. One of the most grateful 
patients that I can remember was one from whom I removed a 
leech that was hanging in his trachea attached to the under 
side of a vocal cord. He had been coughing blood almost 
continuously for three days. One may swallow leeches or 
enable them to attach themselves to the pharynx either through 
drinking directly from the edge of a stream or through drinking 
stream-water from the spouts of stone water-jars into which 
it is difficult to see. The drinker holds the jar above his 
upturned face and pours the water straight into the pharynx, 
swallowing rhythmically the while without closing the lips.— 
I am, etc., 


Sheffield, 10. H. F. West. 


Treatment of the Common Cold 


Sir,—It was interesting to note in “Points from Letters ” 
(September 9, p. 631) that I am not alone in presuming to 
dispute the findings and conclusions of the Medical Research 
Council and Lorriman and Martin trials. If we substitute 
“experience” for “impression” in’ your heading, the point 
at issue would be briefly summarized by “ Clinical Experience 
versus Cold Science.” Your correspondents may be unaware 
that as long ago as April 17, 1948, I recorded in your columns 
my own clinical observations and experiences over the previous 
two years in the use of antihistaminics in the treatment of the 
early stages of rhinorrhoea in acute coryza. This was followed 
later by the publication of the work and clinical experiences of 
others—Drs. Brewster, Arminio, Sweet, and Murray in America. 
All these published clinical experiences and results showed that 
it was likely that histamine activity occurred in the nasal 
mucosa during the early stages of acute coryza, and that if 
this could be controlled by adequate dosages of antihistaminics 
the secondary stage of muco-purulent catarrh did not occur 
and the condition was aborted. 

The conclusions of the M.R.C. trials ask us td dismiss these 
clinical experiences as of no import by producing a mass of 
mathematical comparisons of the effects of an inadequate 
dosage of one antihistaminic with those of a presumed inert 
medication. In my view the only reliable estimation of the 
value of any therapeutic measure is the clinical observation of 
its use and adaptation over a prolonged period of time. After 
four and a half years of recorded personal clinical observations 
I can assure Colonel Crichton and Dr. Ambrose that their 
clinical impressions are largely in accord with my own 
experiences and those of other workers. 

It might be trite to ask what therapeutic developments would 
be lost if we neglect to believe our own clinical experiences and 
accept “cold mathematics ” in place of them.—I am, etc., 


Whitburn, Co. Durham. FRANK CorT. 


Interesting Cancer Case 


Sir,—The occurrence of multiple primary carcinomata has 
been taking up some space in the Journal recently. A case 
which has proved very interesting to me may be of interest 
to others of your readers. 

A woman—aged 65—in 1940 had deep x-ray therapy for an 
evidently inoperable carcinoma of the right breast. When I 
first saw this patient in 1947 she had her entire right breast 
solid with an iron-hard growth. In the'nipple area there was a 
fungating, bloody, spongy, smelling area, 3 in. in diameter, 
necessitating dressings every 10 or 15 minutes. The right axilla 
was filled with a massive growth as large as a tennis ball. 
Further examination revealed an obvious carcinoma in the left 
outer quadrant of the left breast with involvement also of the 
axillary glands. Furthermore, a basal cell carcinoma on the 
bridge of the nose was also bleeding and necessitating dressings. 
This seems to be an example of three primary carcinomata. 

This woman is still alive as I write. She has had several 
three-month courses of methyl testosterone orally. Two weeks 
after the beginning of the first course the bloody discharge 
from both breast cancer and basal cell carcinoma ceased, and 
all three growths became increasingly reduced in size. There 
have been no dressings since. An intractable back pain was 
relieved as quickly. 


I might add that a course of oestrogens, tried at the instiga- 
tion of one of my colleagues, produced uterine bleeding in this 
post-menopausal patient. 

Assuredly our ignorance of cancer is abysmal.—I am, etc., 


Wakefield, Quebec. J. H. S. Gecor. 


Abnormalities in Developing Chickens 


Sir,—Having read with very great interest the article by 
P. K. Duraiswami on insulin-induced skeletal abnormalities in 
developing chickens (Journal, August 12, p. 384), I would like 
to suggest that part of the work is repeated using fertile eggs in 
which the vitamin-B complex and manganese portions of the 
diet of the parent stock are known and standardized. 

I do not doubt that his controls were adequate, but from the 
account given the eggs were taken from the same flock, and 
presumably they did not show the abnormalities mentioned. 
I introduce this point because in my examinations of some 
hundreds of “‘ dead-in-shell ” many of the conditions quoted by 
Mr. Duraiswami appeared quite regularly in so-called normal 
embryos. There can, of course, be no question of insulin- 
induced malformation in these cases. In practice one believes 
that they are linked with deficiencies of riboflavin and other 
members of the vitamin-B complex, and in some cases of 
chondrodystrophy also with manganese. The diet of the parent 
stock is faulty, but on other occasions it is an idiosyncrasy on 
the part of individual hens referable to their need for higher 
than normal amounts of the specific nutrients mentioned. 

Mr. W. Marshall, 
of the Papworth 
Industries, has a very 
wide knowledge of the 
incidence of these 
embryonic abnormali- 
ties, and his paper to 
the Eighth World 
Poultry Congress 
should be read by all 
concerned, as well as 
the Storrs University 
Bulletin on “ Hatch- 
ability and Environ- 
ment.” 

Doubtless the whole 
matter is an_ inter- 
action effect related 
to both genetic make- 
up and environment. 
In addition to the diet 
of the parent stock, 
marked _ fluctuations 
of temperatures 
during incubation are 
also known to be a 
major environmental 
factor. Presumably 
this is the equivalent of the “rubella” effect in pregnant 
women, and, if so, it shows the value of students having a 
knowledge of human as well as veterinary medicine where 
common problems are concerned. ; 

I enclose a photograph of an abnormality of the type 
described.—I am, etc., 

London, B.C.4. 
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Note how the head is tucked between 
the thighs, completely preventing hatch- 
ing, and the position of the feet and 
toes. 
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A Foreign Body in the Rectum 


Sir,—Mr. J. B. Prendiville’s description of a foreign body in 
the rectum (Journal, September 16, p. 680) prompts me to report 
a case that came under my care many years ago. The body 
was a torpedo-shaped piece of hard smooth wood with rounded 
ends, 8 in. (20 cm.) long, 1 in. (2.5 cm.) in diameter at its wider 
end, and somewhat smaller at the other. A hole was bored 
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near one end to which was fixed a cord, and, the wood being 
heavier than water, the apparatus was used to locate obstruc- 
tions in drains. The mentality of the patient may be judged 
by his statement that he inserted the piece of wood into his 
rectum to relieve an attack of constipation: his attempt had 
been only too successful, but, as he had omitted to have the 
cord -attached, the body had become irrecoverable. 

On examination the wood was found lying mainly in the 
sigmoid colon. Its upper end could easily be felt in the region 
of the umbilicus, but pressure at this end only displaced it 
downward a centimetre or two, and its lower end could just 
be reached high in the rectum, and pointing downward and 
backwards towards the hollow of the sacrum. As perhaps 
over-vigorous efforts by the house-surgeon and myself to 
recover the body were therapeutically futile, it was decided 
to expose the rectum and incise it from behind. After a Spinal 
analgesic had been given the patient was re-examined and it 
was then found that, owing to the resulting relaxation of the 
pelvic musculature, the body was delivered bi-manually without 
the least difficulty. 

If | am confronted again with a similar case, spinal analgesia 
will be used unless there are the strongest contraindications. 
Mr. Prendiville does not mention what anaesthetic he used.— 
I am, etc., 


Birmingham, 15. J. W. Rippocu. 


Poliomyelitis in General Practice 


Sir,—Dr. Florence M. E. Davies (Journal, September 9, 
p. 629) would seem to suggest the random administration of 
penicillin, “ blind,” to all febrile cases, but I would suggest 
that the following casé histories indicate the dangers of such 
treatment and, incidentally, probably show that the cases with 
which she dealt were not poliomyelitis. 

During the course of two months we have seen some 15 cases 
which we have thought to be poliomyelitis. In only three has 
there been paralysis, and one patient died. Case 1 is typical 
of the outbreak. 


Case 1.—Boy, aged 9. “ Off colour” for a few days, then began 
to complain of headache. When first seen the child was lying very 
still and looked very anxious. Temperature 104° F. (40° C.), pulse 
120. Marked neck rigidity, Kernig’s sign doubtful. Complained of 
pain in the mid-thoracic region on firm flexion of the neck. Admitted 
to the Lincoln County Hospital. Dr. Trevor Wright, paediatrician to 
the hospital, informed us that lumbar puncture showed no abnorm- 
ality except an increased cell count (lymphocytes, 9 per c.mm.), a 
finding which would tend to confirm the diagnosis of poliomyelitis. 
Recovery was uneventful ; no paresis was noted. 

Case 2.—Boy, aged 6. A similar story to the above. When first 
seen the child had such slight neck rigidity as to make one 
doubtful of its significance, but on the next day there was a left 
facial palsy, a very marked neck rigidity, and Kernig’s sign was 
definite. Dr. Trevor Wright confirmed our diagnosis of acute polio- 
encephalitis. 

Cases 3-14.—One adult, the remainder children, varying in age 
from 6 months to 14 years. The baby, aged 6 months, was found 
on lumbar puncture to have a pneumococcal meningitis. One boy, 
aged 7, died within 24 hours of admission to hospital from an acute 
left ventricular failure due, probably, to involvement of the brain 
stem. The adult came to the surgery one day with a paresis of his 
calf muscles (rt.) and gave a description cf the same sort of febrile 
iliness one week previously. All other cases made an uneventful 
recovery with prolonged and absolute bed rest. 

Case 15=-Woman, aged 29, para 3, two months pregnant. The 
onset was similar to those above. When first seen the patient com- 
plained particularly of the headache. There was slight neck rigidity 
and an indefinite Kernig’s sign. The husband was tcld that polio- 
myelitis could not be excluded, but the case passed from our care at 
that stage for two weeks. At the end of that time one of us (J. W. G.) 
was again called to see her, and she was found to have a 60-75% 
loss of power in the right glutei, vasti, and hamstrings. She stated 
that she had had some forty injections, which she was told were 
penicillin, into the right buttock and thigh, and that she had been 
told that the resultant pain and the loss of power were the natural 
results of the injections. She was referred to Dr. J. Gibson Barrie, 
medical specialist at the Boston General Hospital, who agreed that 
she had in fact been suffering from poliomyelitis, and the appropriate 
therapy has brought about some regeneration. 


The particular interest here, to our minds, is that the paresis 
should be so localized to the area of local trauma, and that it 


should appear after such trauma in a case so similar to the 
many others we saw, in the majority of whom there was no 
trauma and no paresis. Points which we noted in all cases 
were a tachycardia disproportionate to the pyrexia, the apparent 
anxiety of the child, and the complaint of mid-thoracic pain 
on flexion of the ‘head on to the chest. 

It is recognized that the evidence of one case cannot be of 
any real statistical significance, but it is suggested that, apart 
from this interesting case, sufficient evidence of the possible 
dangers of indiscriminate intramuscular injections in the pre- 
sence of poliomyelitis epidemics has already been published, 
and we now feel that we should be most unwilling to give 
“penicillin in huge doses—early in any febrile condition.”— 
We are, etc., 


Spilsby, Lincs. C. E. FRISKNEY. 


J. W. Gus. 


Poliomyelitis : Age Incidence 
Sir,—Since the publication of Dr. W. Howlett Kelleher’s 
article on poliomyelitis in the Journal (September 2, p. 570) I 
have been conducting a preliminary survey of 152 cases of 
confirmed poliomyelitis admitted to the Moxley Hospital, 
Wednesbury, from January 1 to August 31 this year, and 
my findings may be of interest. 


Ninety-three of the cases (60%) occurred in children under the 
age of 5 years, and the incidence was as follows: 


Age Males Females 
Under 1 year... jt ‘o. a “ss ia 7 
1-2 years fain me ues) ae ‘ag es 17 
2-3 5, ng - — st aa 6 
4 « a - c @ sig “a 12 
45 ,, - ad i Ln ox aa 6 


Of the ten infants under 1 year of age only one had been breast 
fed. The type of paralysis occurring in these infants was as follows: 
Slight residual weakness of one limb aa at 
Forearm paresis requiring orthopaedic treatment 
(one limb) re a <a ae - 
Leg paresis below knee requiring orthopaedic treat- 
ment (one limb) .. av a a aia 
Complete paralysis of both legs... - 
Complete paralysis of both legs and one arm 
(Breast-fed male of 8 months) 
Paralysis of all limbs and respiratory involvement .. 
Fatal bulbo-spinal case (male of 11 months) 


—I am, etc., 
Wolverhampton. 


— em 


C. SIMPSON SMITH. 


Spread of Poliomyelitis 


Sir,—Sewage sludge is being very largely used as a manure 
in gardens and allotments. Obtained in bulk, it contains a con- 
siderable amount of moisture and sprouts a luxuriant growth 
of tomato seedlings. Is it not possible that lowlier and more 
resistant organisms may survive and retain viability even in the 
dried product ? Might it not be a useful precaution to pro- 
hibit distribution of sludge from an area of known infection ? 
Alternatively, a certificate could be issued to the effect that 
the material had been tested for the presence of pathogenic 
organisms and certified as safe for use.—I am, etc., 


Woldingham, Surrey. J. O. V. JongEs. 


Domiciliary Treatment of Tuberculosis 


Sir,—The stimulating letter of Dr. R. Crosbie Walsh (Journal, 
August 26, p. 525) and the encouraging replies of Drs. Meyer, 
Gray, and Chatterjee (September 9, p. 626) should not pass 


unnoticed by hospital boards responsible for the tuberculosis: 


service. It appears that the facilities for in-patient diagnosis, 
assessment, and early treatment, so obviously enjoyed by 
Dr. Crosbie Walsh, are in fact better than those available to the 
tuberculosis officer he kas so long by-passed. Unfortunately, 
whilst individual patients so admitted under his care doubtless 
have the advantage over those long awaiting a regional hospital 
bed, the numbers so treated make a negligible contribution to 
solving the tuberculosis problem as a whole and have no appreci- 
able effect on the tuberculosis. officer's waiting-list. Not until 
such facilities can be offered to all practitioners will the problem 
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be solved. Chest physicians at teaching hospitals, to which he 
refers, also enjoy full facilities but are able to deal only with 
a selected few of the total number of cases, and the main 
responsibility for providing treatment ‘remains with the 
organized tuberculosis service. This rests with the hospital 
boards, and they must see to it that their chest physicians and 
their chest clinics are equipped and staffed at least on a par 
with those of the teaching hospitals. Only then will the confi- 
dence and co-operatien of general practitioners be secured, 
particularly in those areas where the ill-housed, ill-equipped, 
under-staffed tuberculosis dispensary is not just a memory of 
the past but continues as before, victim of an economic freeze. 
—I am, etc., 


London, S.W.2. C. FREDERICK PRICE. 


Emergency Leucotomy 


Sir,—I read with great interest Dr. M. O’C. Drury’s report in 
the Journal of September 9 (p. 609) on the response of his 
patient’s chest lesion following leucotomy, without bed rest. or 
any other active treatment, and this is extremely gratifying. I 
think, however, that Dr. Drury’s case would have been 
even more interesting had he mentioned that the diagnosis of 
pulmonary tuberculosis in this patient was confirmed by the 
finding of tubercle bacilli in the patient’s sputum. The descrip- 
tion of the radiological findings and the whole course of the 
chest disease would. in the absence of a positive sputum report, 
suggest a lung abscess following inhalation of food during tube 
feeding: but no doubt Dr. Drury will be able to enlighten 
us on this.—I am, etc., 


Hounslow, Middlesex. R. HELLER. 


Str.—The case report which appeared in your issue of 
September 9. p. 609, raises the question of selective gyrectomy 
—a practicable neurosurgical procedure, but too little adopted 
in this country. The enthusiasm with which the full prefrontal 
operation was received in psychiatric clinics can no longer be 
justified by the conclusions of closely studied cases. The 
variety of operations at our disposal now has a fair statistical 
valuation, and the method adopted should have more than a 
mere logical basis. In each case it should be possible to 
assess the tvpe and extent of functional derangement and to 
correlate these facts with the known effect of gyrectomy. Our 
knowledge of the frontal areas in man is by no means com- 
plete, but the results of systematic experiments have shown 
which selected areas give the most beneficial psychiatric 
sequelae. Most workers agree that a transorbital approach 
gives a lesion that has little permanent effect in chronic psy- 
chotics. On the other hand, bilateral ablation of areas 9 and 
10 (Brodmann}j alone may give dramatic relief to schizophrenics 
and involuted groups without the entailment of a full leuco- 
tomy; in the interesting case reported of anorexia nervosa it 
would appear to be the operation of choice.—I am, etc., 

Leeds. P. P. NEWMAN. 


Streptomycin in Foetal Blood 
Sir,—Kane (1950) reports the delivery of a live infant occur- 


ring during the course of tuberculous meningitis under treat- . 


Ment with streptomycin in the mother. He also reports an 
abortion at about the 17th week. His first patient com- 
menced treatment in the 29th week of pregnancy and was 
given 1.6 g. daily intramuscularly in two equal doses until 
after her confinement. Intrathecal injection of 100 mg. strepto- 
mycin was also given for a shorter period. Streptomycin 
concentrations in the mother’s serum ranged from 2-4 ug. 
per ml. The infant apparently suffered no ill effects, and is 
progressing normally. Details of a similar case which I had the 
opportunity of observing are given below. 

A woman aged 29 developed tuberculous meningitis, confirmed 
bacteriologically, at the 25th week of her third pregnancy. Treat- 
ment was started in the 27th week with streptomycin calcium 
chloride by the intramuscular route, 0.5 g. six-hourly, and intra- 
thecally 100 mg. daily. Intramuscular dosage was reduced to 1.5 g. 
daily five weeks later, and ceased after a total of 60 days. Intra- 
thecal injections were discontinued on the same day, with an interval 


of eight days during the course. Except for slight deafness, tinnitus,. 
and dizziness, her condition was considered to be satisfactory, and 
pregnancy progressed normally. 

Six weeks later she was transferred to this hospital on account of 
a clinical relapse, and for her confinement. She was drowsy, some- 
what deaf to spoken words, and unable to hear a watch tick. Om 
the same day streptomycin was recommenced at a dosage of 0.5 g. 
six-hourly intramuscularly at 6 and 12 o’clock, and 200 mg. daily 
intrathecally. 

Labour commenced at 1.15 p.m. on the fourth day, and she was- 
delivered of a normal infant weighing 5 Ib. 6 oz. (2.4 kg.) by forceps 
delivery at 6.10 p.m. The placenta and membranes were expelled 
at 6.15 p.m. A specimen of maternal blood was taken at 6 p.m., 
six hours after the last intramuscular injection of streptomycin. The 
concentration of streptomycin in the blood was estimated by a tube 
method using a standard strain of Bact. friedlinderi, and was 
found to be 1 unit per ml. (Dr. L. L. Griffiths). The concentration 
of streptomycin in the cord blood immediately after delivery was- 
estimated by the same technique and found also to be 1 unit 
per ml. 


The mother’s subsequent progress has been stormy, with 
two relapses. She is left with gross deafness at all frequencies. 
and a visual field defect, but retains unimpaired her personality 
and mental and physical powers. 

The progress of the infant, on the other hand, has been very 
satisfactory. The Mantoux reaction (0.1 ml. of 1:1,000 solu- 
tion) remains negative at nine months, and radiological exami- 
nation of the chest normal. The child is considered normal in 
every way for her age. It has not been possible to carry out 
accurate audiometric and vestibular function tests, but she 
responds normally to sounds and has not the intonation of 
voice characteristic of severe degrees of deafness. 

I am indebted to Mr. S. R. M. Bushby, of the Wellcome Research 
Laboratories, for-help and work in an attempt to estimate the 
streptomycin content of the placenta. 


—I am, etc., 
Farnborough, Kent. . P. N. SwIFT. 
REFERENCE 
Kane, F. F., British Medical Journal, 1950, 1, 585. 


Obstruction by Mango 


Sir,—The article “ Intestinal Obstruction Due to Food,” by 
Mr. Neil Ward-McQuaid (Journal, May 13, p. 1106), and subse* 
quent correspondence do not mention mangoes.as a cause 
of obstruction. The following case observed by me might 
therefore be of interest. 

An African male of about 30 years had recently acquired syphilis 
and a large bubo which broke down leaving a faecal fistula behind. 
In this condition he was admitted to hospital and an attempt was. 
made to close the fistula surgically which was apparently successful. 
Three weeks after operation the patient, who had evaded supervision 
by frequent strolls into neighbouring villages, presented himself 
again, with distended abdomen, severe colicky pain, and a story of 
constipation for five days. On examination it was found that the 
fistula had reopened. No tumour could be feli. An enema had no 
result. Before further treatment could be given he collapsed and 
died. At the post-mortem examination the only significant finding 
was a large bolus of mango fibres impacted in the ileum near the 
ileo-caecal junction. The patient, having come from a famine area, 
had been eating mangoes, which were very plentiful at the time, 
almost continuously for one week. 


I am grateful to the Director of Medical Services;.Northern 
Rhodesia, for permission to publish this note.—I am, etc., 
N. Rhodesia. W. GILGES. 


Modification of Boyle’s Apparatus 


Sir,—I read Dr. W. B. Primrose’s account (September 16, 
p. 676) of his modification of Boyle’s anaesthetic apparatus 
with interest, as it seems to be an inexpensive method of con- 
verting existing apparatus. However, he does not touch upon 
one of the main reasons for the design of special absorption 
units, which is that the basal oxygen flow was found not to 
vaporize sufficient ether to induce and maintain anaesthesia. 
The special absorption units incorporate ether vaporizers of 
special design, and so located that all the gases breathed by 
the patient pass through them once, as in the Coxeter-Mushin 
absorber, or twice, as in the M.LE. absorber, each time they 
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complete a circuit of the apparatus. Apparently Dr. Primrose 
has not found it necessary to modify his apparatus to this end, 
and it would be interesting to know whether in fact he finds it 
suitable for ether anaesthesia; if so, it would seem a com- 
pletely satisfactory substitute for the more expensive absorber 
units.—I am, etc., 


Winchester. D. ZucK. 


Cauterizing the Cervix 


Sir,—Dr. Jean R. W. Ross has done well to draw attention 
(September 16, p. 647) once more to the importance of chronic 
cervicitis as a cause of gynaecological symptoms, particularly 
low backache, lower abdominal pain, especially in the right and 
left iliac fossa, frequency of micturition, and sterility. I have 
been cauterizing the cervix for this condition since 1929 and 
though I have not analysed my case records I feel sure that 
my results are comparable to hers in so far as the relief of 
these and other symptoms is concerned. The technique that I 
use differs somewhat from hers in a few respects. Thus I always 
begin the radial cauterization.of the internal os—quite easy in the 
out-patient department—and without dilating the canal or using 
an anaesthetic. This is, I think, necessary, as in most cases there 
is an endocervicitis as well as the visible “ erosion.” I have long 
since ceased to order vaginal douches, as I feel that given by the 
patient herself they are as likely to introduce sepsis as to prevent 
it. I never get the patient back before ten weeks, as up to that 
time the cauterized area is still partly covered by granulation 
tissue. If then there is any unhealed area I recauterize it. 
Finally, before cauterizing it is well to touch the portio vaginalis 
and the cervical canal with pure “ dettol ” on a swab. Although 
I must have personally cauterized many hundreds of cases, 
including in every case the cervical canal, I have never met with 
one in which occlusion of the canal or of the external os 
occurred as the result of it, nor have I ever known it to cause 
dystocia.—I am, ete., 


Watford Heath. F. J. BROWNE. 


Appeal for Bacteria 


Sir,—I should be grateful if through the courtesy of your 
columns we could make an appeal for strains of Pseudomonas 
aeruginosa. We have carried out with some measure of success 
some work with a view to producing type-speqific bacterio- 
phages capable of lysing P. aeruginosa. We have, however, 
been able to deal only with strains obtained from the West of 
Scotland, and we should like, if possible, to get strains from 
other parts of the country. Any cultures sent to Professor 
J. P. Todd at the address below will be gratefully acknow- 
ledged and, if desired, the results of our findings communicated 
to the centre. Cultures should be accompanied with a note 
giving details of source and date of isolation—We are, etc., 


JaMEsS P. Topp. 


Royal Technical College, George Strect, 
CuarcLes S. TERRY. 


Glasgow, C.1. : 


POINTS FROM LETTERS 


A Plea for Better Understanding 


Dr. C. E. Brown (Whalley, Lancs) writes: With the present 
uncertain state of affairs pandemic throughout the world, and indeed 
with a war proceeding at the moment in Korea . . . some words 
should be said in an effort to understand and treat, with more com- 
prehension than hitherto, that type of war casualty, the so-called 
“battle exhaustion” case, or, as he was more usually called, the 
“ bomb-happy ” case. Very often these men are shy, self-effacing, 
kindly, and sentimental; they have a greater depth of imaginative 
faculties, and because of this they feel pain both of the body as 
well as of the mind much more acutely than their fellow men. They 
are not psychopathic, nor do they suffer from endocrinological 
aberrations. These men are often misunderstood from the begin- 
ning, and because of their final failure to stand up to their extra 
burden become outcasts and are ostracized. ... (They) need more 
careful initial examination when joining the Services, and should be 
assigned to more specific and suitable employment in their branch of 
the Service than has been done before in the last two wars. 


Obituary 








E. BOSDIN LEECH, M.D., F.R.C.P. 


Dr. E. Bosdin Leech, consulting physician to the Man- 
chester Royal Infirmary, died in Manchester on Septem- 
ber 19, aged 75. 

Ernest Bosdin Leech was the son of Sir Bosdin Leech, 
one-time Lord Mayor of Manchester and one of the pro- 
moters of the Manchester Ship Canal, and the nephew of 
David John Leech, the first professor of pharmacology at 
Manchester University. He was educated at Cheltenham 
College, Christ’s College, Cambridge, and Manchester Uni- 
versity. Qualifying in 1901, he graduated M.B., B.Chir. in 
1903, and proceeded M.D. in 1907. After holding posts as 
house-physician, house-surgeon, medical registrar, director 
of the clinical laboratory, and resident medical officer at 
Manchester Infirmary he was elected to the honorary medi- 
cal staff. He was a most enthusiastic teacher in the Man- 
chester medical school. For many years he served on the 
cancer research committee in Manchester and on the board 
of the Chester Hospital. In another sphere of useful 
work he was a Home Office medical referee for industrial 
diseases. He took the M.R.C.P. examination in 1905 and 
became a Fellow in 1919. In the first world war he served 
with the R.A.M.C. in France, Mesopotamia, Southern 
India, and Belgium. For some 40 years Leech was one 
of the most active members of the Manchester Medical 
Society, working hard in its administration and building up 
its library, which is one of the best medical libraries in the 
country. He was elected president of the society in the 
1934-5 session, the centenary year of its existence. This 
was an honour that pleased him all the more since his uncle 
had been president in its jubilee year 50 years before. His 
presidential address was entitled “‘ Picturesque Episodes of 
Manchester Medical History.” This was later published 
with many interesting illustrations. Leech presented to the 
society his own extensive and valuable collection of, books 
about Manchester medical history and by Manchester medi- 
cal men. Many of these books had come from the library 
of Dr. John Hull, the first president of the society. In 
1938 he gave the Lloyd Roberts Memorial Lecture, entitled 
“Early Medicine and Quacks in Manchester.” Besides 
being a great expert on local medical history Leech was 
also a keen antiquarian, being for many years a member 
of the Manchester Ancient Monuments and Lancashire 
Parish Register Societies. He was awarded the honorary 
degree of M.A. by Manchester University in 1937. 


T.H.O. writes: With the passing of Bosdin Leech his 
colleagues and many generatiens of Manchester students 
mourn the loss of one who, above all else, commanded their 
affectionate respect. Brilliance was not his, nor did he 
make any pretensions to possess it, for in him sincerity was 
fundamental ; but much knowledge and ability was devoted 
unsparingly to his hospital and medical school. Kindly and 
sympathetic, success brought no undue elation nor dis- 
appointment rancour, for he was incapable either of a 
mean action or an ungenerous word. His hospital has been 
fortunate in having been able to command the loyalty of 
so devoted a servant, and his friends will retain a memory 
of a good physician and a great gentleman. 


Dr. CHARLES EDWIN PursLow, consulting obstetrical and 
gynaecological surgeon to the Birmingham United Hospitals, 
died in Birmingham on September 20 in his ninetieth year. He 
studied medicine at Birmingham University and graduated M.B. 
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(London) with first-class honours at the age of 23 in 1884. 
He proceeded M.D. two years later and took the M.R.C.P. 
examination in 1894. His main interest in medicine was in 
obstetrics, and after holding several house appointments he 
became honorary obstetric officer to the Queen’s Hospital, 
Birmingham, in 1889. He was a lecturer in his subject at the 
University of Birmingham, and was an excellent teacher. A 
member of the B.M.A. for many years, he represented the 
Birmingham Division at meetings in London in 1915 and 1916. 

Professor Hilda N. Lloyd writes: By the passing of 
“ Charlie” Purslow, Birmingham has lost one of the “ fathers ” 
of medicine who has been an outstanding figure in the medi- 
cal life of the city for the past 60 years. He served with devo- 
tion and loyalty until after the first world war the Birming- 
ham hospitals and the expectant mothers who attended his 
out-patient clinics. The students who trdined under him number 
hundreds, and several generations of them owe their know- 
ledge and understanding of obstetrics to him. Purslow’s image 
is particularly vivid in the memories of many of his students 
because he often was the medium through which they were 
introduced to surgery, since he operated on Saturday, the day 
when the preliminary classes were given. To watch his cheery 
rubicund face and figure operating—perhaps to produce a 
caesarean baby like a rabbit from a hat—was a memory that 
never faded. His sense of humour and equable temperament 
served him well in his dealings with his enormous following 
of patients. On the maternity district associated with the old 
Queen’s Hospital his name was one to conjure with. Everyone 
knew and loved him, both patients and midwives, as well as 
the numerous progeny at whose birth he had presided. His 
surgery, though not spectacular, was sound; perhaps his 
asepsis to modern eyes would seem a little lacking, but his 
results were excellent. A great Victorian has passed, and with 
him a generation of great practitioners has now been closed. 
Men of his type were the salt of the earth, intensely individual 
and full of initiative and self-reliance. Purslow had few 
hobbies, but he was very fond of boating and sailing. He 
leaves behind a fragrant memory of work well done and a life 
well lived. 


Dr. Mary BucHAN Doute died on September 15 at the age of 
89. She was the youngest daughter of the late Rev. D. Buchan 
Douie, of Largs, and she was educated at Edinburgh University 
and the London School of Medicine for Women. She graduated 
M.A. (Edinburgh) in 1893 and M.B. (London) in 1897. Almost 
immediately after qualification she became secretary of the 
London School of Medicine for Women, but she had to resign 
from this post in 1908 owing to ill-health. 


S.T. W. writes: Dr. Douie’s years at the London School of 
Medicine for Women were years of great activity, since, owing 
to continued large entries, the first rebuilding of the school was 
still in process at the time of her appointment. She showed a 
real knowledge of the school and its needs, bringing to bear on 


the problems which arose her own experience as a medical . 


womar. and the thoughtful energy which was one of her 
characteristics. During her last year she helped considerably 
the doctors who were trying to obtain the opening of the Royal 
Colleges to women, and it was a great satisfaction to her that 
their efforts were successful. After a complete recovery from 
her illness Dr. Douie took up active work again. She first 
helped Dr. Brodie, the professor of physiology in the University 
of Toronto, and on her return to England lectured for the 
L.C.C. and various societies. She had great mental and physical 
energy. Her wide knowledge of literature and her many 
journeys abroad, both on the Continent and in India, made her 
a most delightful and interesting companion. Although she 
has outlived most of her colleagues she will be missed by many 
of the younger generation and by her many friends. 


Dr. WiLLIAM HENRY WALKER MEWHIRTER died at his home 
in Belfast on August 14 at the age of 80. Born in Ballymena, 
County Antrim, he received his early education locally, and 
studied medicine at Queen’s College, Belfast, graduating M.B., 
B.Ch. in 1898. He held the appointment of dispensary medical 


officer at Toome, County Antrim, from 1902 to 1919. During 
the 1914-18 war he served as a captain in the R.A.M.C., and 
from 1919 to 1937 was senior medical officer to the Ministry 
of Pensions at Birmingham, Blackpool, and Liverpool. Dr. 
Mewhirter served in the Merchant Navy as a medical officer 
from 1938, and continued serving in this capacity until his 
ship was torpedoed in the Indian Ocean in 1943. He then 
had to retire. In spite of increasing physical disability he 
retained his interest in professional matters. It was a measure 
of his kindliness and unselfishness that almost his last effort at 
speech was to inquire after the welfare of a neighbour: in this 
was epitomized a lifelong habit of outlook, devotion to duty, 
and courage of no mean order. His remaining contempor- 
aries and colleagues will remember him with affection. Dr. 
Mewhirter was connected with the Masonic Order for more 
than 50 years. He is survived by his widow and two sons, 
to whom the sympathies of his friends are extended.—H. B. S. 


Dr. H. Murray AGNEW, for nearly 30 years assistant school 
medical officer for Berkshire, died in Reading on August 30. 
He was the son of the late Dr. Samuel Agnew, of Lurgan, 
Northern Ireland, and he was educated at Lurgan College, the 
Royal Academical Institute, and Queen’s College, Belfast. He 
qualified in 1904. During the first world war he served as a 
captain in the R.A.M.C. in France and Belgium. For his 
voluntary services to the civilian population during a serious 
epidemic in France he was awarded by the French President 
the Médaille de l’Assistance Publique. After demobilization 
he took the D.P.H.Oxon), and in 1920 he was appointed 
assistant school medical officer by the Berkshire County 
Council. 

W.R.H. writes: Many of his old colleagues will have 
learned with regret of the death of Dr. H. Murray Agnew, 
whose career, in the school medical service, which began in 
1920, was to last nearly to the end of his life. At that time 
in rural areas conditions were most discouraging, and a child’s 
chances of overcoming physical handicaps depended very 
largely on the extent to which the individual school medical 
officer was willing to exert himself unofficially on his or her 
behalf. Agnew showed a truly missionary zeal in this direc- 
tion, and the trust and appreciation of countless parents was 
his reward. A man of great kindness of heart, he never allowed 
the official aspect of his work to overshadow the human 
approach. His visits to rural schools were looked forward 
to by parents and teachers—and even by the children them- 
selves—for he had a singularly disarming and genial way with 
them. He did not seek promotion: perhaps he realized that 
his ideals of service could best be achieved by continuing to 
devote himself to the work which he carried out with such a 
remarkable degree of faithfulness and skill. He really loved 
his work and had the satisfaction before he retired of seeing 
some of those whom he had known as children bringing their 
own children before him. His name will long be remembered 
with gratitude in many of the Berkshire villages which were the 
scene of his sustained and ungrudging labours. 


Mr. FREDERICK Crooks, for many years senior surgeon at 
the Nottingham General Hospital, died at Nottingham on 
August 31 at the age of 63. Mr. Crooks was born in County 
Derry, Northern Ireland, and educated at Cookstown High 
School and Queen’s College, Belfast, where he gained many 
scholastic distinctions, graduating M.B., B.Ch. in 1911. He was 
appointed house-surgeon at the Nottingham General Hospital in 
1911, and became resident surgical officer a year later. In 1914 
he obtained the degree of Master of Surgery of Queen’s Univer- 
sity. Mr. Crooks served as a surgical specialist in the first world 
war, and upon his demobilization obtained his Fellowship of 
the Royal College of Surgeons of Edinburgh. In 1920 he was 
appointed honorary assistant surgeon to the Nottingham 
Children’s Hospital, and a few years later became honorary 
surgeon, an appointment which he held until 1945, when he was 
appointed consulting surgeon to the hospital. In 1923 he 
was elected honorary assistant surgeon to the Nottingham 
General Hospital, where he devoted himself to establishing 
and developing an orthopaedic and accident department. Later 
he was appointed honorary surgeon to the hospital and surgeon 
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in charge of the accident and orthopaedic department. Other 
surgical appointments which he held were at the Nottingham 
City Hospital, the Chesterfield Royal Hospital, and the Berry 
Hill Rehabilitation Centre, Mansfield. During the second world 
war he was consulting orthopaedic surgeon to the Emergency 
Medical Service. Mr. Crooks had been treasurer, secretary, 
and president (for seven years) of the Nottingham Medico- 
~Chirurgical Society. He was a fellow of the British Ortho- 
paedic Association and president of the Nottingham Branch 
of the British Medical Association in 1948-9. Besides being a 
member of the orthopaedic advisory committee of the Sheffield 
Regional Hospital Board he was also a member of the No. 1 
Hospital Management Committee, Nottingham. Mr. Crooks 
had a serious illness in 1945 from which he never completely 
recovered. Notwithstanding this his devotion to his work and 
patients never wavered, and he was actively engaged in his pro- 
fessional work until a few hours before his death. He was a 
brilliant surgeon who combined speed and dexterity greatly to 
the benefit of his patients. The excellence of the present ortho- 
paedic and accident department of the Nottingham General 
Hospital is a tribute to his organizing ability and hard work, 
and the department will be a lasting memorial to him. The 
naming of the operating theatre at the Nottingham Children’s 
Hospital—*“ The Frederick Crooks Theatre "—gave him great 
happiness. He was able to imbue his colleagues with his own 
enthusiasm, and no house-surgeon ever asked for help without 
receiving it in the kindest way. His foresight and wisdom in 
committee work were outstanding and his opinions were always 
valued highly. He married in 1920. It was always a pleasure 
to visit him and his wife, for their home was one of the happiest. 
Mr. Crooks will long be remembered with affection and admira- 
tion by his colleagues as well as by his numerous friends and 
patients. Their sympathy will be extended to his widow in her 
sudden bereavement.—J. S. 


Mr. NORMAN STUART CARRUTHERS, surgeon-in-charge of the 
ear, nose, and throat department of the Norfolk and Norwich 
Hospital, died at Wymondham on September 12 at the age of 63. 
He studied medicine at Guy’s Hospital and qualified in 1911. 
After holding a resident appointment as house-surgeon at Guy’s 
he became senior clinical assistant at the Metropolitan Ear, 
Nose, and Throat Hospital, and surgical registrar at the Golden 
Square Throat Hospital. He obtained the Fellowship of the 
Royal College of Surgeons of Edinburgh in 1919 and the D.L.O. 
in 1924. For a short time he was in general practice in Acle, 
Norfolk, but in 1928 he became ear, nose, and throat surgeon 
at the Norfolk and Norwich and the Jenny Lind Hospitals in 
Norwich. He held these appointments until the time of his 
death. He was also aural surgeon and laryngologist to the City 
Isolation Hospital, Mundesley and Kelling Sanatoria, the Norfolk 
County Council, and the East Anglian School for Blind and 
Deaf Children. He published a number of papers on subjects 
connected with his specialty in this Journal. A keen member 
of the British Medical Association, Mr. Carruthers was at one 
time honorary secretary and later chairman of the East Norfolk 
Division. 


No. 36 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended September 9. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year. for: (a) d and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Treland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 











































































































Universities and Colleges 








UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNAECOLOGY 


The autumn term of the Institute of Obstetrics and Gynaecology 
(Chelsea Hospital for Women, Queen Charlotte’s Maternity Hospital, 
and the Department of Obstetrics and Gynaecology at the Post- 
graduate Medical School) begins on October 2 and ends on November 
25. General practitioners wishing further experience in obstetrics 
may attend on the practice of Queen Charlotte’s Hospital for two or 
four weeks. They will be allowed to do normal deliveries and attend 
special lectures at all three hospitals of the Institute. An intensive 
course, suitable for those preparing for the M.D. and M.R.C.O.G. 
examinations, is being held from November 27 to December 9. 
Application forms and full details of fees may be obtained from the 
Secretary, the Institute of Obstetrics and Gynaecology, Chelsea 
Hospital for Women, Dovehouse Street, London, S.W.3. 


/ 














| 1950 1949 (Corresponding Week) 
Disease 
1 @ |ml@l@lo] @ |wm|o|@|e@ 
Meningococcal infection 244;—|] 9 3) 1 38} 2} 12) 4 1 
Deaths 7 ‘s —|— — 2 | 
Diphtheria sia 444 6 16 #1 3 665 +9} 21; — 4 
Deaths cal as | mw Dem | ae Dee ome Pie | we fom | oe 
Dysentery oF st 205) 11) 95 1 59) S| 92) — 3 
Deaths »« ae — om ee 
Encephalitis, acute .. 3} 1;)— _ a—| A—i— 
Deaths Bs ae fae _ 
Erysipelas a aa 21, 4 4 33} S| 5 
Deaths aa $4 was 
Infective enteritis or 
iarrhoea under 2 
years oe an 18} 12) 139 
. Deaths <= ~- 18) 4 1 1 31, 3} OF FW S§ 
leasles* a .. | 2,530] 162} 96| 71) 32) 875; 66) 43}; 22) 43 
Deathst ues ne — |} | — | — Pg, Hy Pe 
hthalmia neonatorum 32} 3} 9 — 383, 24 Ssi—j— 
ree | 
Paratyphoid fever... 11) 111@) — 20; — |1(B)|4(B)} — 
Deaths a a os —f — |-l|r lol 
Pneumonia, influenzal . . 192} 10) 2 3} 205} 9) S| — 1 
Deaths (from _ influ- 
enza)t af 6 Hae fami ap — | | — | — | — 
Pneumonia, prima ial 117| ¥ 109) § 
Deaths . a ed - 112} 9 4 6 99; 12 6 4 
Poliomyelitis, acute .. 513} 35) 76, 2| 14) 306) 31 7\— 7 
Deaths§ re oa 13} 1 — 16, 1 
Puerperal fever . . 8 _ $ 
Deaths si 
Puerperal pyrexial| 544 5| 15) 2 1 103} 8 t— 3 
Deaths os _— 
Relapsing fever —_ |— ai, <a Tod aul 
Deaths oa 
Scarlet fever .. wh 658! 58| 127} 46| 45] 729, 66| 137) 88) 6 
Deathst in —j—|—|— —|—|— 
Smallpox aa Me —_—_ | om | aot im. Cam bam been ae 
Deaths _— aie 1 all 
Typhoid fever .. 6 24—|—i— 3} — 4 5| — 
ths 1 1] — att am test tim | om oe 
Typhus fever .. Si — |j— | — | — | — Fe ed OI Od 
Deaths el , — —_—|- 
Whooping-cough -» | 3,682) 280) 311) 98) 31] 1,228) 60) 62; 87) 71 
Deaths - ail 6 1| — 1); — 7—!'—!|— 1 
Deaths (0-1 year) 204| 23| 33] 14| of 221| 27 37] 29] 10 
Deaths (excluding still- a 
births) » sy .. | 3,962! 589) 507) 130 3,862| 597| 496} 149) 103 
Annual death rate (per 
1,000 persons living) 10-2 9-9! 9-2 
Live births er 6,836/1104| 780} 409| 203} 7,208|1223, 832| 409) 190 
Annual rate per 1, 5 
persons living oF 15-7 16-7] 25-3 
Stillbirths ... a 175; 20) 27 173} 19} 29 
Rate per Neel — 
births including 
stillborn) .. oa 33 34 



































* Measles is not notifiable in Scotland, and the returns are therefore af 
approximation only. 
°P Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published = ‘ 
t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ; a ; RS 
The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 
|| Includes puerperal fever for England and Wales and Eire. 
. Primary pneumonia no longer notifiable in Eire. 
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EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


Notifications of poliomyelitis in the week ending September 16 
were: paralytic, 291 (327); non-paralytic, 187 (186) ; total, 478 
(513). The figures for the previous week are shown in paren- 
theses. The total decrease compared with the preceding week 
was 35, all but one of which represented paralytic cases. Non- 
paralytic cases in the week under review comprised 39.1% of 
the total. The uncorrected notifications.for the corresponding 
week in 1947, 1948, and 1949 were 614, 74, and 342 respectively. 

The counties showing the most significant decrease in the 
incidence of cases were the West Riding of Yorkshire, 
Warwick, and Stafford, with 16, 10, and 10 fewer cases respec- 
tively. Material increases were notified in Worcester (12) and 
Dorset (6). No county area has been free of infection during 
the six weeks up to and including that ending September 16. 
But only one case has been notified in Anglesey and in Cam- 
bridge ; there have been only two cases in the Isle of Ely and 
in Radnor. 

The total number of notifications for 1950 up to and includ- 
ing the week under review is 5,604. The corresponding figures 
for 1947, 1948, and 1949 were 5,598, 1,288, and 2,989. 


Discussion of Table 


In England and Wales a decrease occurred in the number of 
notifications of measles 883, scarlet fever 57, and acute 
pneumonia 43 ; an increase was recorded for dysentery 49 and 
acute poliomyelitis 22. 

A fall in the incidence of measles was general throughout 
the country, the largest falls being in Yorkshire West Riding 
131 and Lancashire 118. Only small variations occurred in the 
local trends of scarlet fever ; the largest was an increase of 16 
in London. The chief feature of the returns of diphtheria was 
a fall of 12 in Lancashire. The largest fluctuations in the trends 
of whooping-cough were decreases in Yorkshire West Riding 81 
and London 45, and ar increase of 52 in Warwickshire. 
Dysentery was most prevalent in Leicestershire (all cases in 
Leicester C.B. 53); Lancashire 44 (Droylsden U.D. 18) ; York- 
shire West Riding 35 (Bradford C.B. 12); London 11; and 
Durham i1. 

The largest returns of acute poliomyelitis were from 
Staffordshire 40 (Wolverhampton C.B. 15, West Bromwich C.B. 
4, Brierley Hill U.D. 4); Yorkshire West Riding 40 (Sheffield 
C.B. 10, Leeds C.B. 8); Lancashire 37 (Liverpool C.B. 15, 
Manchester C.B. 7); London 35 (distributed over 22 boroughs) ; 
Warwickshire 35 (Birmingham C.B. 19, Coventry C.B. 6); 
Gloucestershire 29 (Bristol C.B. 20) ; Essex 22 (Ilford M.B. 5); 
Middlesex 2! (Harrow U.D. 6, Ealing M.B. 5); Durham 21 
(Sunderland C.B. 4); Kent 19 (Sevenoaks R.D. 5); Devonshire 
16 ; Lincolnshire 15 ; Glamorganshire 14 (Pontardawe R.D. 4); 
Northumberland 13 (Newcastle-upon-Tyne C.B. 7); Surrey 12 
(Egham U.D. 4); Southampton 12 (Bournemouth C.B. 6); and 
Leicestershire 11 (Leicester C.B. 6). 

In Scotland a decrease was reported in the number of notifi- 
cations of whooping-cough 88 and dysentery 12, and an increase 
was recorded for measles 36 and scarlet fever 19. Twenty-one 
more cases of scarlet fever were notified in the western area 
than in the preceding week. Nine further cases were reported 
from the outbreak of dysentery in Stirling county, where 36 cases 
were notified in the previous week. The other main centres 
of dysentery were Glasgow 49, Edinburgh 14, and Dundee 10. 
The notifications of acute poliomyelitis were 4 fewer than in 
the preceding week, but in the western area a rise of 4 occurred. 
The largest returns for acute poliomyelitis were from Glasgow 
15, Fife county 8, Dundee 6, Lanark county 5, Dunbarton 
county 4, and Paisley 4. 

In Eire an increase of 21 in the number of notifications of 
Measles was the only variation of any size in the trends of 
infectious diseases. 

In Northern Ireland a small general increase in the notifica- 
tions of scarlet fever resulted in a rise of 14 in the total 
notifications. The notifications of acute poliomyelitis declined 
by 4, the largest returns being from Down county 6 and Antrim 
county 4. 


’ Throat Surgeon, United Oxford Hospitals. 


Week Ending September 16 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 750, whooping-cough 
3,086, diphtheria 37, measles 2,494, acute pneumonia 218, acute 
poliomyelitis 478, dysentery 215, paratyphoid fever 11, and 
typhoid fever 8. 


Medical News 


Medical Research Council Travelling Awards 

The Medical Research Council announces that it has made 
the following travelling awards for the academic year 1950-1: 
Rockefeller Travelling Fellowships in Medicine—Dr. R. I. S. 
Bayliss, Senior Medical Registrar, Postgraduate Medical School 
of London ; Dr. R. V. Coxon, Betty Brookes Fellow, Depart- 
ment of Biochemistry, Oxford University; Dr. J. E. French, 
University Demonstrator, Division of Laboratories, and Regis- 
trar, Department of Morbid Anatomy, Radcliffe Infirmary, 
Oxford ; Mr. J. A. Key, First Assistant, Department of Surgery, 
University of Durham, and Professorial Surgical Clinic, Royal 
Victoria Infirmary, Newcastle-upon-Tyne ; Dr. R. A. Shooter, 
Assistant Bacteriologist, St. Bartholomew’s Hospital, and 
Lecturer in Bacteriology, St. Bartholomew’s Hospital Medical 
College, London; Dr. E. A. Wright, Junior Lecturer in 
Pathology, Guy’s Hospital Medical School, London. Dorothy 
Temple Cross Research Travelling Fellowship in Tuberculosis. 
—nMr. A. M. Macarthur, Registrar, Thoracic Unit, Postgraduate 
Medical School of London. Alexander Pigott Wernher 
Memorial Trust Travelling Awards in Ophthalmology and 
Otology.—{a) Travelling Fellowship in Ophthalmology, 
Dr. R. K. MacDonald, University of Toronto, Canada; 
(b) Travelling Grants in Ophthalmology, Dr. V. K. Chitnis, 
Grant Medical College, Bombay, Mr. F. J. Damato, Malta, 
Dr. Ruby Joseph, India; (c) Travelling Grants in Otology, 
Dr. R. A. Cooper, Sir Jamsetjee Jeejeebhoy Hospital, Bombay, 
Mr. M. S. Harrison, Surgeon, Ear, Nose, and Throat Depart- 
ments, Lincoln, Grimsby, Boston, and Scunthorpe Hospitals, 
Dr. J. D. Hood, Otological Research Unit, National Hospital. 
Queen Square, London, Mr. G. H. Livingstone, Ear, Nose, and 
Travelling Scholar- 
ships in Medical Science (tenable in France under an exchange 
scheme with the Centre Nationale de la Recherche Scientifique). 
Dr. D. G. F. Harriman, Neurological Registrar, Royal Victoria 
Hospital, Belfast, and Department of Pathology, Queen’s 
University, Belfast ; Mr. S. D. Wainwright, Division of Bacterial 
Chemistry, National Institute for Medical Research, London. 


New Diploma in Tropical Medicine and Hygiene 

The London School of Hygiene and Tropical Medicine is to 
hold a course, open to a limited number of students, for the 
newly established diploma in tropical medicine and hygiene 
of the University of London, to cover the academic year starting 
October, 1951. - The preliminary course will consist of about 
four months’ basic instruction, followed by an examination for 
the certificate ; the second part, open only to those with at least 
twelve months’ experience of medical practice in a tropical 
country, will also last for about four months, and lead up to 
the university’s final examination for the diploma in tropical 
medicine and hygiene. In the second part of the course the 
student must elect to study tropical hygiene, or clinical tropi- 
cal medicine, or medical biology. Inquiries should be addressed 
to the Dean, London School of Hygiene and Tropical Medicine, 
Keppel Street, London, W.C.1, who can supply copies of the 
regulations. 


Wills 

Dr. Francis Vincent Denne, of Torquay, left £13,985; 
Surgeon Captain Alfred Woollcombe, R.N. (ret.), of Okehamp- 
ton, £10,754; Dr. James Carslaw, of Bearsden, £16,974; Dr. 
Henry William Beach, of Weymouth, £29,934; Lieutenant- 
Colonel Ferdinand Simeon Le Quesne, V.C., R.A.M.C. (ret.), 
of Bristol, formerly of Jersey, £59,431 ; Dr. Reginald Treacher 
Bowden, of Boscombe, £48,693. 
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COMING EVENTS 


institute of Dermatology 


The Institute of Dermatology (British Postgraduate Medical 
Federation, University of London) has arranged a series of 
lectures for the winter session 1950-1 to be given at the institute, 
St. John’s Hospital for Diseases of the Skin, Lisle Street, 
Leicester Square, London, W.C., from October 3 to March 27, 
1951, at 5 p.m. Fees for the lectures are £3 3s. per month, 
£15 15s. for six months. Registered medical students may 
attend on signing their names and giving the name of their 
hospital. Further particulars may be obtained from the dean. 
Details will be published in the Journal week by week under 
“Societies and Lectures.” 


Charing Cross Hospital Medical School 


The inaugural address at the opening of the 1950-1 session 
of the Charing Cross Hospital Medical School will be delivered 
by Dr. Gordon M. Holmes, F.R.S., in the council room of the 
hospital on Thursday, October 5, at 4 p.m. 


‘Welsh National School of Medicine 


The opening sessional address of the Welsh National School 
of Medicine will be given on Thursday, October 5, by Professor 
A. D. Macdonald, Leech Professor of Pharmacology in the 
University of Manchester. 


Anstitute of Child Psychology 


The Institute of Child Psychology will hold a dinner at the 
Holborn Restaurant, London, W.C., on Wednesday, October 
11, at 7.30 for 8 p.m. Dr. Margaret Lowenfeld will speak on 
her visit to the U.S.A. and on the future work and plans of the 
Institute. 


‘Royal Army Medical College 


The Royal Army Medical College has arranged a series of 
evening lectures to be delivered in the Lecture Theatre of the 
college (entrance in John Islip Street, London, S.W.) on Thurs- 
days, October 12 and 26, November 9 and 23, January 11, 1951, 
and February 8, 1951, at 5 p.m. The programme will cover 
professional subjects of interest to both Service and civilian 
doctors, and will be open to all medical practitioners without 
fee. Details will be published in the Journal week by week 
under “Societies and Lectures.” 


Medical Librarianship 


A course of five lectures on the literature and librarianship 
of medicine will be given by W. J. Bishop, F.L.A., Librarian, 
‘Wellcome Historical Medical Library, at the North-Western 
Polytechnic, Prince of Wales Road, London, N.W.5, on Fridays, 
October 13 and 27, November 10 and 24, December 8, at 
7 p.m. The fee for the whole course is 6s. 


“Guild of Hospital Librarians 


The Guild of Hospital Librarians has arranged a conference 
on “The Physical Care of Books, Including the Spread of 
Infection by Books,” to be held at Chaucer House, Malet 
Place, London, W.C., on Wednesday, October 18, at 5.30 p.m. 
Members and others interested are invited to attend. The 
conference fee is 2s. 6d., and applications should be sent to 
the honorary secretary, the Guild of Hospital Librarians, 
c/o Library Association, Malet Place, London, W.C.1. 


‘Public Health Lectures 


A series of popular lectures on subjects relating to the public 
‘health will be delivered at the Royal Institute of Public Health 
and Hygiene, 28, Portland Place, London, W., on Wednesdays, 
‘October 18 and 25, and November 1, 8, 15, 22, and 29, at 
3.30 p.m. Admission is free, without ticket. Details will be 


‘published in the Journal week by week under “ Societies and 
‘Lectures.” 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 

Monday 


INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF. Lonpon), Judd Street, 
London, W.C.—October 2, 5.30 p.m., “ Retinal Vasculitis,” by 
Mr. R. C, Davenport. 

Tuesday 


@INsTITUTE OF DerRMaATOLOGY, Lisle Street, Leicester Square, 
London, W.C.—October 3, 5 p.m., “ The History of Dermato- 
logy,” by Dr. R. M. B. MacKenna. 


Wednesday 


@INstiTuTB OF DermaToLoGy, Lisle Street, Leicester Square, 
London, W.C.—October 4, 5 p.m., “ X-ray Technique,” by 
Dr. C. W. McKenny. 

Lonpon County Mepicat Society.—At Royai Free Hospital (North- 
western Branch), Lawn Road, Hampstead, N.W., October 4, 
3 p.m. Clinical meeting. 

PuysicaL Society: Cotour Group.—At Imperial College, Imperial 
Institute Road, London, S.W., October 4, 3.30 p.m., 54th science 
meeting. Papers : ‘ The Dependence of Anomaloscope Mé Matching 
on_ Field Size,” by Messrs. R. G. Horner and E Purslow ; 
“Some Aspects of Colour Adaptation in the Central Fovea,’” by 
Dr. E. N. Willmer. 

Thursday 


@INsTITUTE OF DerMaTOLoGy, Lisle Street, Leicester Square, 
London, W.C.—October 5, 5 p.m., “ Physio- and Electro-therapy,” 
by Dr. R. T. Brain. 

Friday 


INSTITUTE OF OPHTHALMOLOGY (UNIVERSITY OF LONDON), Judd Street, 
London, W.C.—October 6, 5.30 p.m., “ The Placental Implant and 
Other Recent Therapeutic Measures,” by Mr. G. Mackie. 

RoyaL Sanirary INstTiTUTE.—At Central Library, Grimshaw Street, 
Burnley, October 6, 10.15 a.m., papers: “‘ Some Notes Relating 
to Ice Cream,’’ by "Mr. F, Shuttleworth ; ** Some Aspects o iz 
Supervision of Food Supplies,” by Mr. J. King Shaw, M.R. Se 
Afternoon: visits will be made. 

Wuipps Cross Hospitat Mepicat Society, London, E., October 6, 
8.30 p.m., “ Urology, Past, Present, and Future,’”’ by Mr. A 
Clifford Morson. 


Saturday 

BriTisH ASSOCIATION OF ALLERGISTS.—At Preliminary Training 
School, York Coun ae October 7, 11 a.m., “ Allergy in 
Rheumatism,’ a r. H. F. West; 11.30 a m., os 
11.50 a.m., i X-ray Appearances in Asthma, ” by Dr. Royle; 
12.20 p.m., discussion ; 2.15 p.m. », “* The Human Bronchus a New 
Test in Experimental Physiology,” by Dr. L. M. Rosa; 2.30 p.m., 
“‘ Asthma Treatments Old and New,” by Dr. C. A. Clarke; 
3 pm., Smee: 3.20 o Es “The Role of Allergy in 
Dermatitis,” by Dr. ckers ; 3.50 p.m., discussion. 


APPOINTMENTS 


CiarkK, D. H., jfA~ M.B., M.R.C.P.Ed., D.P.M., Registrar, Maudsley 
Hospital, London, S. 

McWILLIAMS, bom Francis, M.C., M.B., Ch.B., D.P.H., Deputy Medical 
Officer of Health, Bath. 

MATTHEW, Henry J. S., M.B., Ch.B., F.R.C.P.Ed., Assistant Physician 
(Consultant Status), Royal Infirmary, Edinburgh. 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Bogdanovitch.—_On September 22, 1950, to Mhairi (née Irvine), wife of Dr. 
Andrew Bogdanovitch, a son. : 

Hirst.—On September 9, 1950, at Leeds, to Dr. Stella Armitage (formerly 
Speight), wife of Dr. John Hirst, a son. 

Portch.—On September 11. 1950, at The Grange, Woolavington, near Bridg- 
water, to Thelma (formerly Morris, S.R.N.), wife of Dr. G. G. Portch, a 
son—Stephen Ralph. 

Sweetnam.—On September 6, 1950, at Ryde, Isle of Wight, to Elizabeth, wife 
of Dr. M. T. Sweetnam, a daughter—Angela Catharine. 

Williams.—On September 18, 1950, at Southsea, to Rosalind, wife of Bernard 
Williams, F.R.C.S., a daughter. 


MARRIAGES 


Hunter—Wynne Griffith.—On September 1. 1950, in Anglesey, Dr. H. Dugmore 
Hunter, to Elizabeth Grace Wynne Griffith. 

Macdonald—Findiay.—On September 14, 1950, at Vancouver, British Columbia, 
Canada, Donald Macdonald, M.B., Ch.B., Ochil Hilis Hospitai, Kinross- 
shire, to Jean Cunningham Findlay. 


DEATHS 


Derham.—On September 14, 1950, at 9, Albert Road, Bexhill, Thomas Hanson 
Crossfield Derham, M.B., C.M., late of Preston, Lancs, aged 76. 

Doule.—On September 15, 1950, Mary Buchan Douie, M.B., of Hampstead, 
London, N.W., aged 89. 

Elfiott.—C n September 18, 1950, in London, Patricia Ruth Elliott, M.B.E., 
M.B., B.S., of St. Andrew’s Orthopaedic Hospital, Singapore, aged 63. 

Fielding.—Orn September 15, 1950, Saville James Fielding, M.B., B.S., of 
68, Bethel Street, Norwich, aged 69. ‘ 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 





——— 





Muscular Spasm in Paraplegics 

Q.—How should severe muscle cramps in a paraplegic be 
treated ? 

A.—Muscular spasm in a patient with paraplegia is an intract- 
able symptom which causes much distress. Flexion movements 
are the most common, and, as these are excited reflexly, contact 
between the limbs and the bedclothes should be reduced as 
much as possible by means of a “cradle.” Sedatives such as 
phenobarbitone may diminish the frequency and severity of the 
spasm. Recently curare has been used for this purpose, but 
reports on its efficacy are divided. Clarke and Hotston (British 
Medical Journal, 1948, 1, 289) used “ tubarine ” (oily) in doses 
of 20 to 40 mg. intramuscularly once daily. One patient was 
much improved when this was prescribed with quinine sulphate 
10 gr. (0.65 g.) three times a day by mouth; this combination 
might be worth further trial. The experiences of Kuhn, R. A., 
and Bickers, D. S. (New Engl. J. Med., 1948, 238, 615), were 
less encouraging. 


Liver-function Tests in Infancy 

Q.—Could you let me know which liver-function tests are 
of value in the first two years of life, and for which particular 
types of lesion the individual tests are indicated? Where can 
I find some up-to-date information on this matter? 

.—Liver-function tests in infancy are affected by both 
technical and physiological factors not present in adults. 
Thus, repeated bleedings are usually contraindicated, accu- 
rate urine collections may be difficult, and bile pigment meta- 
bolism is altered by the different nature of the bacterial flora 
of the intestine ; this means that in the first few weeks of life 
bilirubin rather than stercobilin may be the principal faecal 
pigment and no urobilinogen may be formed. The proper 
dosage of drugs for tolerance tests is somewhat uncertain, 
and the normal limits for tests such as the serum alkaline 
phosphatase are difficult to define. 

The most practical tests are probably the serum bilirubin, 
serum proteins, flocculation tests, urine tests for bilirubin and 
urobilinogen. and stool tests for the same two pigments. In 
the newborn the umbilical vein may be utilized for the brom- 
sulphthalein test (see Mollison, P. L., and Cutbush, M., Arch. 
Dis. Childh., 1949, 24, 7). Such tests have been mainly used 
so far in the study of hepatitis, neonatal haemolysis, and in the 
demonstration of liver damage in conditions such as burns and 
familial hepatolenticular degeneration. Some further informa- 
tion may be obtained from Behrendt, H., Diagnostic Tests for 
Infants and Children, 1949, Interscience Publishers, New York. 


Ephedrine and the Bladder 

Q.—An elderly male patient with mild bronchial asthma 
responds favourably to ephedrine in doses of 4 gr. (32 mg.) 
t.d.s. However, he complains that this causes difficulty in 
micturition, which he does not experience when not taking 
the drug. Is it possible in this case to combine the ephedrine 
with a parasympathomimetic drug which will correct the effect 
on the bladder without interfering with the action of ephedrine 
on the bronchial musculature? Is this effect on micturition 
usual, and how is it brought about? 

A.—It is quite common for ephedrine to produce vesical 
retention or frequency of micturition, as its sympathomimetic 
effect may increase the tone of the bladder or its sphincter. It 
is sometimes used with success for this purpose in nocturnal 
enuresis in children, though its undesirable effects on the 
bladder are most commonly observed in elderly men. The 
combination of a parasympathomimetic drug with ephedrine 
would antagonize the latter’s beneficial action in asthma and 


would probably produce additional unpleasant side-effects. _It- 
would be better to try the effect of theophylline with ethylene-. 
diamine (aminophylline) in doses of 14 to 3 gr. (97 to. 
194 mg.), which is often effective in miid bronchial spasm 
in the elderly without causing difficulty in micturition. Alterna-. 
tively the patient could be taught to use an inhaler containing. 
1 in 100 adrenaline solution. It may seem paradoxical that 
both sympathomimetic drugs and parasympathomimetic drugs. 
may increase bladder tone, but the innervation of the bladder- 
is highly complex (too complex to describe adequately here). 
and it receives both motor and inhibitory fibres from both the. 
parasympathetic and sympathetic systems. 


Punch-drunkenness 

Q.—Is punch-drunkenness in boxers a real syndrome, and, 
if so, can it be considered as an occupational risk ? 

A.—Punch-drunkenness, or, as it is sometimes called in the- 
United States, “‘ slug-happiness,” is a real syndrome. Its patho-. 
logical basis is thought to be multiple small traumatic haemor- 
rhages or multiple areas of damaged nerve cells throughout the- 
brain, resulting from repeated blunt head-injuries in boxers. 
The symptoms are usually of insidious onset, and occur especi- 
ally in professional boxers who do not reach championship. 
class and in order to make a living take part in a large number 
of fights, in many of which they receive considerable punish- 
ment. Loss of quickness on the feet and slowing up of the- 
mental processes are early symptoms, and of course these result 
in the victims receiving even more punishment in the ring if, 
as often happens, for financial reasons they continue fighting. 
As the condition develops, muscle incoordination, tremor, extra-. 
pyramidal rigidity, ataxia, dysarthria and dementia gradually 
make their appearance. The clinical picture in an advanced: 
case is one of extrapyramidal and cerebellar dysfunction 
combined with mental impairment. 


Splenomegaly in Thrombocytopenic Purpura 

Q.—Is the spleen enlarged in thrombocytopenic purpura ? 
Does an enlarged spleen contraindicate this diagnosis ? 

A.—Palpable enlargement, of the spleen occurs in about one« 
third of patients with primary or idiopathic thrombocytopenic 
purpura ; it is never of notable degree. If the spleen extends. 
more than 2 in. below the ribs, the thrombocytopenia is prob- 
ably of secondary origin. Diseases, such as leukaemia, in which. 
there is infiltration of the bone-marrow often present the. 
combination of splenomegaly and thrombocytopenic purpura, 
Many varieties of splenic enlargement, unassociated with bone- 
marrow invasion, may be accompanied by thrombocytopenia 
which has been attributed to an inhibitory action of the spleen. 
on platelet formation; this is the rule in congestive spleno- 
megaly, and has been recorded in Hodgkin’s disease, Boeck’s. 
sarcoid, kala-azar, and other forms of splenic tumour. 


The Risk of Serious Congenital Malformations 


Q.—In your reply to the question about the inheritance of; © 


spina bifida (July 8, p. 122) you referred to “the one-in- 
forty chance that any random pregnancy will end in a serious. 
malformation of one kind or another.” What is the basis for- 
this estimate ? 

A.—In discussing with prospective parents the risk that their 
children may suffer from a particular hereditary abnormality 
it is useful to quote a figure for the chance that any random 
pregnancy may end in a serious malformation. The parents. 
will then have a basis for comparison with the risk in their 
particular case. Without qualifications such a figure cannot be 
exact, as one would have to specify whether live births only are. 
meant or whether stillbirths are included ; there is actually no. 
reason why late abortions should not be included also if data. 
are available. Even with explanations and qualifications there 
must be differences of opinion about what constitutes a severe 
malformation ; this accounts for a good deal of discrepancy in 
the published figures. 

Malpas (1937) found 294 serious malformations in a series. 
of 13,964 births, or one in 47. Laidtman (1948) found 73 in 
3,593, or one in 49. Murphy (1947) estimated that 0.5% of 
live-born children and 3% of those stillborn are malformed. 
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Javert and Stander (1943) on the basis of 27.000 births give the 
high figure of just 3%, but some of the malformations included 
were of a relatively minor character. As pointed out by Carter 
(1950), however, it is possible that most series based on births in 
hospitals give too high a figure if, as is usual, emergency 
admissions are not separated from the booked cases. Taking 
the evidence as a whole, the figure of one in forty is probably 
too high if what constitutes a serious abnormality is fairly 
strictly interpreted and if it includes only those cases in which 
the malformation is apparent at birth. If, however, one includes 
also such errors of development, abiotrophies, and cons‘itutional 
abnormalities as are manifested early in life it seems a reason- 
able estimate and an appropriate one to quote to parents. 
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Sensitization to Bee-stings 


Q.—A Jady has kept bees for over ten years, and has been 
stung many times with little effect. Two days ago, however, 
after a sting on the arm, she developed an itching rash within 
minutes of the sting, apparently of an urticarial nature, her 
tongue swelled, and she had slight difficulty in breathing. 
A capsule of “ benadryl” eased matters, and a day later she 
had only a swelling of the arm and forearm. I am wonder- 
ing what will happen if she gets another sting, as the question 
of continuing bee-keeping depends on this. 


A.—The writer’s experience is that bee-keepers are enthusiasts 
and often are not easily amenable to reason. We, as medical 
men, can but advise, and the advice in this case is: no further 
bee-keeping if the person wishes to be certain of avoiding 
further generalized reactions. It is agreed that occasionally a 
sensitized person may be stung and have but little reaction, but 
the chances are so very much against this possibility that the 
risk cannot be advised. It is also a possibility that the next 
sting may be followed by a more severe reaction, and it would 
seem but common sense to avoid endangering life. 


Sinus Tachycardia and Neurosis 


Q.—An intelligent active professional man, aged 34, with 
severe neurotic traits, experiences attacks of palpitation which 
are provoked by emotional strain and by slight exertion or 
excitement after eating a meal. The palpitation is in the nature 
of a sinus tachycardia, developing gradually and ending gradu- 
ally; it occasionally reaches 150 per minute and may last 
eight hours, provoking apprehension and sometimes nausea and 
faintness. Past history and clinical and electrocardiographic 
examination are negative. Reassurance and phenobarbitone 
have no effect. Can you suggest a drug which could be 
taken a short time before any of the provoking circumstances 
mentioned above are encountered ? 


A.—There is no drug which will prevent attacks of sinus 
tachycardia in psychoneurotic subjects, other than sedatives, 
and these are relatively impotent, as in the present case. The 
patient has two alternatives. Either he may learn to tolerate 
his symptoms, knowing that they are innocent and cannot harm 
him, or he should see a psychiatrist and obtain direct treatment 
for his psychoneurosis. -The latter is advised in view of the 
severity of his symptoms. 


Horseshoe Kidney 


Q.—What is the treatment for horseshoe kidney? I have a 
patient with this condition, and he suffers from periodieal 
attacks of renal colic which are increasing in frequency. 

A.—In the condition of horseshoe kidney the ureters usually 
pass anterior to the isthmus, and it is not uncommon to find a 
dilatation of the ureters above this level and, still more so, a 
dilatation of the renal pelves. The exact connexion of the two 
conditions is not always easy to explain, but in some cases at 
any rate there is good reason to assume that there is mechanical 
obstruction owing to the relationship of the ureters to the 
isthmus, and therefore an operation is sometimes performed 


for the division of the isthmus. When operating upon a horse- — 
shoe kidney for the calculi which are sometimes associated with 
the condition the opportunity may be taken of dividing the 
isthmus in the hope of encouraging better drainage from the § 
kidneys. 

In the case described by your correspondent it would seem 
that such an operation is indicated and that relief from pain 
should result. Before making a final decision, however, it will 
be desirable to examine all the radiographs which have been 
taken—presumably some of them are excretion urograms—and 
probably to carry out bilateral ascending pyelography to get 
more precise information about the renal anatomy. If uro- § 
graphy shows that the kidneys are not obstructed, then it will F 
be very doubtful if benefit would result from the operation of F 
dividing the isthmus. 





_ Sulphur and Rheumatoid Arthritis z 

Q.—How does sulphur act in. early cases of rheumatoid 
arthritis ? 

A.—The suggestion that sulphur is of value in rheumatoid 
arthritis is based on tenuous clinical impressions and not on 
scientific observations. Its use is only sanctified by tradition, § ~ 
and there is no factual evidence of its efficacy or of the 9 
mechanism by which it is alleged to act. 


Faecal Fats in Pancreatic Disease and Sprue 3 

Q.—I understand that lipolytic enzymes are secreted by the 
intestine as well as the pancreas. Is there any point, therefore, @ 
in determining split and unsplit fat in faeces in the investiga- 
tion of a case of suspected pancreatic disease? What are Ma 
the modern views on the value of split and unsplit fat deter- § 
minations in cases of the sprue syndrome? In fat-balance 
tests in suspected sprue, is there any risk to the patient in giving 
a diet containing 50 g. fat per day ? 

A.—Lipolytic enzymes occur in intestinal bacteria as well as 
in the succus entericus. In cases of pancreatic disease, with 7 
complete absence of pancreatic enzymes on duodenal intuba- Cli 
tion, there may therefore be normal splitting of faecal fat.’ 
Differential analysis of faecal fats into split and unsplit frac- # 
tions is of such limited value that its discontinuance seems _Fiv 
reasonable. For the differential diagnosis of pancreatic disease 9 
and the sprue syndrome intraduodenal intubation is preferred.’ § Sev 
Fifty grammes of fat may safely be used for balance tests in # 
suspected cases of sprue. In general, sprue patients tolerate 
this amount of fat well, provided that fats containing a high Bia 








proportion of long-chain saturated fatty acids are avoided. e Ey 
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NOTES AND COMMENTS >. 


Substitutes for Morphine.—Dr. R. H. FREEDMAN (Glasgow) writes: BFR 
I find that the tendency to vomit after a morphine injection # 
(“ Any Questions ?” September 23, p. 737) may be lessened or GEN 
prevented by dissolving the morphine tablet in an ampoule of § Univ 
** coramine ” (1.7 ml.) rather than in sterile water. Cam Mio 


Correction.—In the section of the educational number (August 26, ; 
p. 520) containing information about the special diplomas in the § Prev 
various branches of medicine we omitted to mention that the Royal # nO 


























Medico-Psychological Association has recently instituted a Diploma § Dav 
in Psychological Medicine, the first examination for which was held # Men 
in November, 1949. Birt 
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